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Analgesic therapy 


aspirin? 
or calcium aspirin? 
or Disprin? 
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One of the variants of osteomyelitis which has recently 
received special attention is acute osteomyelitis and 
suppurative arthritis of infants. 

The condition differs in many respects from the usual 
acute osteomyelitis as seen in children and adults. 
Before the discovery of the newer antibiotics these 
differences were not regarded as of much practical 
importance and there is relatively scanty mention of this 
condition in the text-books. Many years ago Slowick and 
Smith described suppurative arthritis of the hip in infants 
and regarded it as a separate entity. 

During a period of 4 months, 5 cases were seen at the 
Pretoria Hospital. Apart from these acute cases, young 
adults showing the late results of this condition, such as 
pathological dislocation of the hip, are quite frequently 
seen. In still other cases, complete resolution takes 
place and no detectable disability remains. 


PATHOLOGY 


In the majority of cases there is a comparatively slight 
general reaction. The clinical picture is essentially a 
transient bacteraemia, followed by a local infection in 
the bone. In contrast, the better-known acute osteo- 
myelitis in older children and adults begins with a 
fulminating septicaemia, later associated with abscesses 
in the bones and possibly other organs. It is consequent- 
ly very important to differentiate between the infantile 
type, where the local reaction predominates, and the 
disease in the older child, where the general reaction is 
more striking. 

Possible factors explaining the striking differences in 
the clinical pictures are that in infants: (a) the bone is 
much more spongy, (4) there is a more abundant blood 
supply, (c) the cortex is thinner, and (d) the periosteum 
is more cellular and is more loosely attached to the bone. 

These features promote early spontaneous decom- 
pression and healing. Sequestration and the formation 
of chronic sinuses in children under the age of 1 year 


ACUTE OSTEOMYELITIS AND SUPPURATIVE ARTHRITIS OF INFANTS 


A SHORT REVIEW WITH A DESCRIPTION OF FIVE CASES 


I. S. pe Wet 
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is accordingly very rare. Moreover, Harmon* stresses 
that in children under | year, joints are composed of a 
relatively much greater amount of cartilage than in older 
children. The capsule is also comparatively lax and more 
permeable. Decompression with the formation of an 
abscess occurs early and thus very little general reaction 
occurs. In most cases, notwithstanding the mild general 
reaction, the local destructive process is severe and 
pursues a rapid course. 

The primary focus may be synovial or osseous. 
Destruction of the joint elements and epiphyseal cartilage 
occurs early. The degree of damage is dependant largely 
on the stage of the disease at which effective treatment 
is instituted. In the primary synovial type the systemic 
reaction is usually even more benign than in the cases 
where the lesion begins in the bone. The hip and the 
shoulder joints are those most commonly affected by this 
disease. 

Bacteriology. The causative organism may be any 
of the pyogenic bacteria, but in the great majority of 
cases streptococci or staphylococci. Blanche® in his 
series of 35 cases found that 84°{ were caused by 
staphylococci and 2°% by streptococci. In the remaining 
cases pneumococci, B. coli etc. were implicated. 

Green and Shannon* found that in their series of 
95 cases streptococci were responsible for twice as many 
cases as staphylococci. They regard this as one of the 
reasons why the disease in infants runs a short course. 

In a review of the end-results in 119 cases of suppura- 
tive hips Badgley et al.! came to the conclusion that 
staphylococci were more liable to invade the bone, while 
streptococci exhibited a preference for the synovial 
membrane. This however does not materially influence 
the ultimate prognosis. 

In less than half of all cases a septic focus can be found 
elsewhere in the body. An antecedent septic focus 
could be found in 38° of Blanche’s series and in 55% 
of Badgley’s. Of these antecedent infections 50°, were 
in the respiratory tract and 25° were skin infections, 
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including omphalitis. The rest included chickenpox, 
septic teeth and pyorrhoea, gastro-enteritis, etc. In 
17% of cases a history of preceding trauma could be 
elicited. 


CLINICAL PICTURE 


The lesion is confined to a single joint in the majority 
of cases, most often the hip-joint (65 °%), next the shoulder, 
and other joints rarely. The shafts of other bones are 
occasionally affected. 

The great majority of cases occur within the first 
3 months of life. In one of the cases described below 
(case 3) the condition became apparent 7 days after birth. 

The infants usually do not appear to be very ill. They 
are mostly well nourished and frequently no serious 
malady is suspected. In a few cases a profound toxemia 
may well occur. The earliest signs are: (1) irritability. 
(2) swelling. (3) loss of function. 

1. Irritability. In the early stages this is most notice- 
able when the child is handled; but it must be stressed 
that in the majority of cases the general condition of the 
patient remains incredibly good even when large absces- 
ses are present. 

2. Swelling. This is frequently the first abnormality 
which is noticed by the mother or the nurse. 

In hip cases, the swelling presents in the gluteal region 
or in the groin, but occasionally in the iliac fossa, where 
it can be palpated through the abdomina® wall or per 
rectum, and if on the right side, may easily be confused. 
with an appendix abscess. In newborn babies an 
appendix abscess is so very rare that hip-joint trouble 
should be suspected in these cases. 

In shoulder-joint cases the swelling is observed in the 
axilla or over the posterior aspect of the shoulder. 
When the shafts of long bones are involved the swelling 
is localized over the affected part. 

In the beginning the swelling is moderately warm and 
slightly tender and fluctuation is difficult to elicit. The 
swelling however enlarges rapidly and within 3 or 4 days 
leaves very little doubt as to its nature. 

3. Loss of Function. This is one of the earliest signs. 
The infant does not use the affected limb and the im- 
pression of paralysis may be created. Passive movements 
are painful and limited. 

In the hip there is usually a flexion-abduction deformity 
while the arm is held in adduction and medial rotation 
when the shoulder-joint is involved. 

Other Signs. The temperature seldom exceeds 100 F. 
The pulse rate rises in accordance with the temperature. 

The white-cell count is usually increased to 10,000— 
40,000 per c.mm. Some authorities attach great value 
to a leucocytosis in doubtful cases. 

Although the earliest radiological signs occur only 
after 5 days, a soft-tissue shadow in the region of the 
joint, associated with widening of the joint space, may 
constitute important confirmatory evidence in the early 
case. In the hip, a positive ‘obturator sign’ can some- 
times be seen within 48 hours of the commencement of 
the disease-process. At a later stage sub-periosteal new 
bone and bone-destruction will be evident. Although 
uncommon, sequestra may be encountered (see Fig. 7). 


S.A. MEDICAL JOURNAL 


30 January 1954 


In doubtful cases aspiration of the suspected joint or 
swelling is the appropriate procedure. Blood cultures 
are usually negative. 

Course and Complications. In the rare cases where the 
condition is diagnosed early and effective treatment 
instituted complete recovery may take place. Un- 
fortunately in most cases, especially those in which the 
hip-joint or the shoulder-joint is involved, the diagnosis 
is made at a late stage, and in spite of antibiotics the 
late sequelae remain more or less unchanged. 

The most common complication is a pathological 
dislocation of the hip. This is the result of absorption 
or sequestration of the head and neck of the femur. 
Bony ankylosis never occurs at this early age. 

As a result of destruction of the epiphyseal cartilage 
growth-disturbance must occur. 

Some cases pass unnoticed. In others an abscess 
in the soft tissues is diagnosed and treated in the usual 
manner. In either event, when the child begins to walk 
the presence of a limp due to a pathological dislocation 
of the hip reveals the true nature of the condition. 

Differential Diagnosis. The following conditions 
should be taken into consideration: (1) traumatic 
affections, (2) poliomyelitis, (3) birth palsies, (4) syphilitic 
osteochondritis, (5) infantile scurvy, (6) soft-tissue 
abscesses, and (7) appendicular abscess. 

With a carefully-taken history and a thorough clinical 
examination, assisted by the X-ray appearances, blood 
examinations and, in doubtful cases, diagnostic aspira- 
tions, the correct diagnosis is usually not difficult. 


TREATMENT 


If the diagnosis is made within 36 hours of the onset 
parenteral treatment with the various antibiotics is 
usually adequate. 

Unfortunately most cases are only seen at a more 
advanced phase and in these surgical treatment is 
frequently necessary. The currently-accepted systemic 
treatment until the sensitivity of the organism obtained 
from the aspirated fluid has been established is with 
penicillin given by intramuscular injection 6-hourly and 


Fig. 1. A diagrammatic illustration of the continuous drip- 
irrigation. 
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Acid Buttermilk Diet 


of constant composition...... 


The difficulty of preparing acid buttermilk is overcome by “Eledon”. 
This half-cream dried milk product of constant composition has made 
it possible to prescribe a buttermilk diet whenever its use is indicated. 

Under medical supervision “Eledon’ has a specific use in the feeding 
of infants who do not thrive on the breast or the generally accepted 
milk formulas. Because of its relatively high and easily digested pro- 
tein content, “Eledon” is ideal for premature infants as a substitute for, 


or an addition to, mother's 
milk. 

“Eledon” is invaluable for 
infants and young children 


in diarrhoea; bacillary 


dysentery ; malnutrition ; 
cutaneous disorders __in- 
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balanced for effective dosage 


Intensive dosage with a single member of the vitamin B group may 
precipitate a deficiency of some other member of the group. In the 
absence of specific indications, therefore, it is generally advisable to 
prescribe a preparation in which the members of the vitamin B group are 
all present in the proportions in which they are normally required. 

Vitamin B Compound B.D.H. tablets provide an ideal means of adminis- 
tering this group of vitamins. They are indicated generally for the 
correction of states of lowered metabolism due to deficient diet or acute 
illness and which are manifested as debility, lassitude, weakness, vague 
neuritic pains and undue susceptibility to exhaustion and infection. 

Among the more specific indications is menorrhagia which has been 
shown, in some instances, to be due to vitamin B group deficiency with 


Compound B.D.H. is issued in bottles of 100 tablets. 


consequent impaired oestrogen inactivation by the liver. 


Full descriptive folder will be forwarded on request 
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THE IDEAL INSTRUMENT FOR 
VENOUS PRESSURE 


The PHLEBAUMANOMETER (Burch and Winsor) is a_ precision instrument 
for determining bloodpressure in large and small veins... quickly, accurately, and 
without loss of blood. It is also unequalled for spinal pressure use. 

The simple technique used is that devised by Dr. George E. Burch and Dr. 
Travis Winsor of the Tulane University Medical School. An anti-coagulant is 
drawn up into the needle and observation tube and the needle is then inserted 
into the vein. A small gauge needle is used, permitting measurement of venous 
pressure in small as well as large veins. The pressure in the vein is balanced 
manually with the PHLEBAUMANOMETER pressure control knob. The venous 
pressure in milimeters of water is read directly from the 


graduated scale. 


* * . 


Does not require the doctor to establish a “point of 
reference’. Only the observation tube, needle and holder 
need be sterilised. Evaluation of venous pressures by this 
simple, safe and accurate method is now indicated in 
cardiovascular conditions 
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one of the newer antibiotics such as terramycin or ery- 
throcin given by the mouth. 

Local Treatment. This is still to some extent contro- 
versial. The following is the accepted method of treat- 
ment in this Clinic (Pretoria General Hospital): 

In a suspected case aspiration is immediately done. 
If there is an excess of synovial fluid or if the fluid is 
cloudy 100,000 units of penicillin is injected intra- 
articularly. This is repeated daily. In the meantime 
the fluid is cultured and the sensitivity of the organism 
to the various antibiotics established. 

Where an abscess is already present it is advisable 
to open it widely, remove all necrotic tissue and sequestra 
and irrigate the cavity well with normal saline. Two thin 
elastic urethral catheters (number 12) with several lateral 
openings are inserted into the depth of the abscess. 
These eatheters extend to, but not into, the synovial 
cavity. The wound is closed very carefully around the 
catheters so as to prevent any leakage. The catheters 
are anchored to the skin and a vaseline-gauze-dressing 
with a liberal amount of cotton woo? and a firm bandage 
are applied. The abscess-cavity is then continuously 
irrigated with a solution of 1 million units of penicillin 
in 1000 cc. normal saline for 8—10 days (see Fig. 1). 

Immobilization of the affected limb is essential. In 
hip cases it is advisable to apply weight-traction with 
the leg in slight abduction and medial rotation. In 
shoulder-joint cases it is usually adequate to bandage the 
upper arm against the body with a fair amount of cotton 
wool in the axilla. 

The systemic treatment is persevered with for an 
average of 21 days or at least 5 days after all evidence of 
activity has subsided. Frequently relapse or re-activation 
occur when treatment is discontinued too soon or 
inadequate dosage has been used. 

Immobilization is usually continued for 4-6 weeks; 
in hip cases, crawling, standing and walking should be 
avoided for at least a 3 months more. It is important to 
observe the progress of the child for several years after 
it starts walking. 


Where destruction or sequestration of the head of the 
femur has occurred it is advisable to use a weight- 
bearing caliper until the remains of the neck have assumed 
a relatively stable relationship to the acetabulum. This 
facilitates later reconstructive operations such as arthro- 
plasty or arthrodesis. 


Case 1 


. M., Female, aged 7 months. About 3 weeks before admission 
mother noticed that the child was not moving the right leg 
as much as the left. Handling the limb seemed to give her pain. 
A week later the mother noticed a swelling in the region of the right 
greater trochanter and this gradually increased in size. She also 
exhibited unusual irritability. According to the mother she never 
appeared seriously ill. An interesting feature was that for the 
previous 6 weeks she had suffered from what appeared to be 
whooping cough. 

_Examination. The patient was reasonably well nourished and 
did not appear to be seriously ill; weight 13 lbs. 2 oz.; temperature 
102.2°F per rectum; pulse 124. The right leg was held in a position 
of full abduction, external rotation and approximately 70° of 
flexion at the hip. Active movements were conspicuously impaired 
and passive movements, expecially extension, were painfaul. 

A swelling the size of an ostrich egg was present in the region 
of the greater trochanter and the groin. The overlying skin was 
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Fig. 2. X-ray photograph of both hip-joints. Note the soft-tissue 

swelling in the region of the right hip-joint, the absence of the 

femoral epiphysis, widening of the joint-space and erosion with 

=~ en in the region of the trochanters and acetabulum 
se 1). 


Fig. 3. Lateral view of the right hip-joint. Note the soft-tissue 
swelling and the displaced upper femoral epiphysis, situated just 
under the skin opposite the middle of the shaft of the femur, 
posteriorly (Case 1). 


shiny and under tension. The swelling was warm and moderately 
tender and fluctuation could be elicited. There were isolated 
crepitations and rhonchi over both lung fields. 

In the urine nothing abnormal was found. The Wassermann 
reaction of both mother and child was negative. There was a 
leucocytosis of 11,600 cells per c.mm. and a red-cell count of 
4,640,000. 

X-rays (see Figs. 2, 3 and 4). A diagnosis was made of suppurative 
arthritis of the hip-joint with ostemyelitis of the proximal part of the 
femur and sequestration of the head of the femur. 

Treatment was immediately instituted consisting of 100,000 units 
of penicillin by injection 3-hourly, and 50 mg. of terramycin by 
mouth 6-hourly. 
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Fig. 4. Photograph of the upper femoral epiphysis after its removal 
from the abscess cavity (Case 1). The space between the two marks 
represents | c.c. 


Under a general anaesthetic the abscess was aspirated and 
brownish-yellow, foul-smelling pus withdrawn. The abscess was 
now widely opened and approximately 400 cc. of pus evacuated. 
The cavity communicated freely with the hip joint and was lined 
with a mucofibrinous exudate. The femorai epiphysis was lying 
free in the lower part of the abscess cavity. ; 

Two rubber catheters, as described above, were placed in 
position and the wound carefully sutured. Continuous irrigation 
with a solution of 500,000 units of penicillin in 1,000 cc. of normal 
saline was started. 

After 48 hours a pure culture of Streptococcus viridans was 
obtained from the pus. This proved insensitive to streptomycin, 
weakly sensitive to sulphathiozole, and sensitive to penicillin, 
aureomycin, terramycin and chloromycetin. 

After the operation, skin traction with 2 pounds’ weight suspend- 
ed over a pulley was applied to the leg. 

After 14 days the continuous irrigation was discontinued. All 
stitches and the catheters were removed. 100,000 units of penicillin 
in 3 cc. of normal saline was instilled through one of the remaining 
sinuses daily for 7 days. Traction was continued for a total period 
of 6 weeks. The child was then discharged and the mother was 
oo ae that on no account was she to be allowed to crawl or 
stand. 

She was last seen 24 months after the operation, when the 
wounds were completely healed and movements of the hip were 
full. There was approximately } inch shortening of the right leg 
and a minor degree of telescoping could be elicited at the hip-joint. 

Comment. It is obvious that this child will later develop a severe 
degree of instability of the right hip and that further surgical 
intervention will become necessary. 


Case 2 


S. M., non-European girl, aged 13 months. Eighteen days prior 
to admission the child became ill with a fever, cough and rapid 
respiration. Three days before admission the mother noticed a 
swelling over the right hip which was apparently painful when 
handled. She also noticed lack of movement of the right leg. 
Nothing of significance could be elicited in the past history and the 
obstetrical and family history. 

Examination. The child was fairly-well nourished and did not 
appear to be seriously ill. Weight 20 lbs., temperature 100°F, pulse 
rate 116 and respiration rate 20. In the right groin a few matted 
tender glands were found. A smooth swelling the size of half an 
orange was present over the antero-lateral aspect of the right hip. 
This swelling was warm, tender and fluctuated. The hip was held 
in flexion and abduction and active movements were restricted. 
Passive movements were not seriously limited apart from extension, 
which was painful. 

No abnormality found on rectal examination and urine analysis. 

Kolmer reaction negative in both mother and child. Haemo- 
globin 12.4 g. (82%). Red blood-cells 4,450,000. White biood- 
cells 12,400 (polymorphs 56%, lymphocytes 42%, eosinophils 1%, 
basophils 4%, monocytes 4%). 

X-rays (see Fig. 5). 

Treatment was basically the same as in Case 1. The pus was 
greenish-yellow and foetid. No organisms could be found even 
after a 48-hour culture. 
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The wound was completely healed after 21 days and all medication 
was then stopped, although traction was continued for a total of 
6 weeks. The child was then discharged with the same instructions 
as in Case 1. 


Fig. 5. X-ray photograph shows the soft-tissue swelling and 
widening of the joint-space before operation (Case 2). 


Fig. 6. X-ray photograph of both shoulder-joints, showing the 
widening of the joint-space and the soft-tissue swelling of the left 
side (Case 3). 


Fig. 7. X-ray photograph of the left fore-arm showing a fully- 
developed osteomyelitis, with sequestrum-formation, of the shaft 
of the ulna (Case 3). 
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Comment. Although in this case the head of the femur was not 
destroyed, the prognosis as regards a good functional result remains 
poor. 


Case 3 


F., European Female, 15 days old. Seven days after birth the 
mother noticed a swelling on the postero-medial aspect of the left 
forearm. At the time it was noticed that movements of the left 
arm were dimished. The child never appeared seriously ill. The 
swelling rapidly progressed until it involved practically the whole 
upper limb. Three days later an abscess pointed at the site where 
the swelling originally started. This was opened , the pus evacuated 
and penicillin therapy started. 

re was no significant obstetrical or family history and no 
history of umbilical sepsis. 

Examination. The infant was reasonably well nourished, 
weighing 7 Ib. 6 oz. No obvious signs of toxaemia. The tem- 
perature 100° F per rectum, pulse rate 128, and respiration rate 26. 

The left arm was held immobile by the side of the body but when 
stimulated the arm was moved. There was a warm tender swelling 
with suspicious fluctuation in the region of the left shoulder and 
upper arm. Passive movements of the shoulder were painful. 

Over the posterior aspect of the left forearm in its proximal third, 
a 1-inch-long operation-scar was observed with a sinus in it dis- 
charging yellowish pus. The surrounding tissues were slightly 
swollen, red and tender. Except for an isolated enlarged tonsillar 
lymph gland on the left side of the neck, no other clinical abnor- 
malities were detected. 

The urine contained nothing abnormal. The Wassermann 
reaction of both the mother and the child was negative. There 
was a leucocytosis of 12,400 cells per c.mm. and a haemoglobin 
content of 12 g. 

X-rays (see Figs. 6 and 7). A diagnosis was made of acute 
pyogenic osteomyelitis of the left ulna and humerus with suppu- 
rative arthritis of the left shoulder-joint. 

Treatment. The left shoulder-joint was aspirated and 2 cc. of 
turbid fluid withdrawn. 100,000 units of penicillin in 2 cc. sterile 
saline were injected into the shoulder-joint. The arm was tied 
to the body over a pad of cotton wool in the axilla. Further 
treatment consisted of 150,000 units of penicillin 6-hourly by intra- 
muscular injections and 50 mg. of terramycin 6-hourly by mouth. 

The fluid contained pus cells and from it Staphylococcus aureus 
was cultured; coagulase positive. Sensitivity tests showed that 
the organism was insensitive to penicillin but sensitive to strepto- 
mycin, aureomycin, chloremycetin and terramycin, while it was 
weakly sensitive to sulphathiozole. 

The penicillin was immediately discontinued and replaced by 
ig. streptomycin, intra-muscularly, daily. The left shoulder 
recovered dramatically and after 1 week was clinically healed. 

Three weeks after admission the sinus over the ulna was still 
present, and after further X-rays had revealed a sequestrum it 
was decided to remove these sequestra surgically. After the 
operation the wound was continuously irrigated with streptomycin 
for ten days more as described under Case 1. 

Further recovery was uneventful. Seven months afterwards 
the child was perfectly healthy, with full movements at all the joints 
of the left arm. 

Comment. In this case the diagnosis was made earlier and 
treatment promptly instituted. This probably explains the good 
functional result obtained. 


Case 4 


E. C., non-European female, aged 1 month. The mother stated 
that 4 days before admission she noticed a painful swelling in the 
region of the baby’s left shoulder. This increased in size fairly 
rapidly. She did not move the left upper arm normally and cried 
if it was moved passively. She was never particularly irritable. 

Obstetrical and past history: nothing of note. 

Examination. The infant was well nourished and did not appear 
seriously ill. The weight was 8 lb. 4 0z. On the dorsum of both 
hands was a vesicular eruption resembling scabies. Temperature 
100.4°F. pulse 128 and respiration 28. 

Over the posterior aspect of the left shoulder there was a diffuse 
warm tender fluctuating swelling the size of half an orange. All 
movements of the shoulder, both active and passive, were practical- 
ly absent owing to reflex muscle-spasm. Nothing else of note 
could be found clinically. 
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Note the 
widening of the joint-space and soft-tissue swelling, also the 
(Cae. density of the bone in the region of the glenoid cavity 


Fig. 8. X-ray photograph of the left shoulder-joint. 


Sedimentation rate 108 mm. per hour. White-cell count 
16,600 per c.mm. Haemoglobin 12.6 g. Nothing abnormal in 
the urine. The Wassermann reaction of the mother was strongly 
positive and that of the child was also positive. 

X-rays (see Fig. 8). 

' Treatment. After a preliminary course of penicillin and aureo- 
mycin the abscess was opened about 15 hours after admission. 
The abscess-cavity communicated freely with the shoulder-joint. 
Thick yellow pus was found and there was obvious erosion of the 
head of the humerus as well as of the glenoid fossa. Further 
treatment was essentially the same as that employed in Case 1, 
except that the upper arm was tied to the body. 

Examination of the pus showed pus cells +++4+. Pneumo- 
cocci, type 3, were cultured, which on sensitivity tests were found 
to be weakly sensitive to streptomycin, and sensitive to penicillin, 
aureomycin, chloromycetin and terramycin. 

The patient was discharged about 6 weeks after operation. 
At this stage the wounds were completely healed and movements 
of the left shoulder were practically normal except for moderate 
limitation of abduction and external rotation. 


Case 5 


A_N., European male, aged 4 weeks, born by Caesarian section. 
Approximately 5 days after birth it was noticed that the child 
did not move the left arm normally. A presumptive diagnosis 
of Erb’s paralysis was made and the arm was placed on an abduction 


Fig. 9. This X-ray photograph was taken 20 days after commence- 
ment of the disease. Note the amount of new bone formation, 
the subluxation of the humerus and the sclerosis (Case 5). 
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splint. Seven days after birth an X-ray of the left shoulder was 
taken. Apart from some soft-tissue swelling and a slight amount 
of periosteal new bone formation there was little else indicating 
a septic arthritis. Twenty days after birth further X-rays were 
taken to exclude a possible fracture or dislocation of the shoulder 
(see Fig. 9). The changes were then obvious. 

Up to this stage the child was treated by the family doctor and 
was only seen in this clinic on the 28th day after birth, when the 
following was found: 

Examination. The child was well developed and normally 
nourished. The left shoulder was swollen over the lateral and 
anterior aspects. Movements, active as well as passive, were fair 
except for adduction, which was greatly restricted. There was no 
obvious tenderness or pain on passive movement. Thickening 
of the proximal part of the left humerus could be clearly made 
out and clinically one got the impression of an inferior subluxation 
of the left shoulder. 

X-rays taken at the time showed an appearance very similar 
to that shown in Fig. 9. From the X-rays and the clinical findings 
it was obvious that the condition was in a healing stage. 

No active treatment was considered necessary. The abduction 
splint was removed and the upper arm tightly bandaged to the side 
over a pad of cotton wool in the axilla 

The child was last seen when 74 months old, and at that time, 
apart from slight limitation of external external rotation and of 
adduction, the left shoulder was clinically normal (see Fig. 10). 


Fig. 10. X-ray photograph showing a practically normal shoulder- 
joint. This illustrates the immense regenerative powers in infants 
(Case 5). 


DISCUSSION 


Acute haematogenous osteomyelitis is still commonly 


regarded as a water-tight pathological condition. It is, 
however, becoming increasingly clear that from the 
clinical, therapeutic and prognostic points of view acute 
osteomyelitis of infants should be regarded as a separate 
entity, especially those case with a deceptively-mild 
general reaction. The isolated cases with severe toxaemia 
or multiple lesions should be considered as part of the 
generally-accepted larger group of acute haematogenous 
osteomyelitis of children and young adults. 

The reason why the systemic reaction is so benign in 
the majority of cases is not by any means clear. It may 
in part be due to the fact that during the first few months 


ABSTRACTS : 
Segal, Miller and Morton (1953); Detection of Achlorydria by 
Tubeless Gastric Analysis: J. Nat. Cancer Inst., 13, 1079-1086, 
This paper describes the rationale, method and results of the use 
of a quininium cation-exchange indicator compound called Diagnex 
in determining achlorhydria without intubation. The presence or 
absence of free gastric hydrochloric acid with this technique is 
estimated by the amount of quinine excreted in the first two-hour 
urine after the oral administration of this compound... . 
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of life the infant has not yet developed an adequate 
resistance against pyogenic organisms. Relatively 
avirulent organisms may thus produce local destruction. 
In older children the same organism may be entirely 
harmless and only the more virulent organisms capable 
of overcoming the resistance of the individual. 

From the literature it would appear that about 60°, 
of this type of case are under 3 months of age, 78°, 
under 12 months, and the rest |—2 years. Three of the 
5 cases reported here were infants under the age of | 
month. 

In view of the fact that the systemic reaction is so 
deceptively mild while the local process is rapidly 
destructive, it is imperative to make an early diagnosis, 
which is the only effective prophylactic in the prevention 
of crippling deformities. Three of the cases here 
reported are examples of the irreparable damage that 
may occur if the diagnosis is made late. 

In infants where movements are restricted, or a 
pseudo-paralysis is observed, or a swelling develops in 
the region of a joint, osteomyelitis or arthritis must 
immediately be suspected, notwithstanding a compara- 
tively mild systemic reaction. At the same time it is 
advisable to begin immediately with the administration 
of antibiotics. Under present circumstances it is 
preferable to administer 2 different antibiotics, for the 
organisms are frequently insensitive to one particular 
type. 
Although acute osteomyelitis and suppurative arthritis 
of infants is not very common, it occurs sufficiently often 
to justify constant vigilance on the part of every medical 
practitioner. Only timely intervention will ameliorate 
the crippling sequelae of this condition. 


SUMMARY 


1. Reasons are given why acute osteomyelitis and 
suppurative arthritis of infants should be considered as a 
separate entity. 

2. The differences between the 2 types are reviewed. 

3. The etiology and bacteriology are discussed. 

4. The clinical picture, complications, differential 
diagnosis, prognosis and treatment are considered in 
detail. 

5. Five illustrative cases are fully represented. 
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The findings with this technique in a control group of 369 whose 
gastric acidity was determined by intubation demonstrates that this 
method is simple and effective in detecting achlorhydria. 
Achlorhydria was noted in over 17°, of this group of 940 individuals 
examined by the tubeless gastric analysis technique described. 

The achlorhydria increased from 5% in the second decade to 
34% in the age group of 70 and above. The percentage of 
achlorhydria in the female rose sharply over that of the male, 
beginning in the fifth decade, to reach 43° in the age group over 70. 
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EDITORIAL 


NATIONAL NUTRITION 


Nutrition is the basis of human existence, as indeed of all 
animal and vegetable life. Without a minimal sufficiency 
of food and water mankind cannot exist. The availability 
of these necessaries has largely determined the establish- 
ment and continued existence or growth of habitations, 
of villages and towns, and of peoples and nations. Only 
the development of agriculture and husbandry (and of 
fisheries) made possible the multiplication of the world 
population into its teeming millions, and the present 
distribution of population is largely dependent on the 
organized transport of food, mainly ‘inland’ traffic but 
supplemented also by international and over-sea trans- 
port. 

Lack of proper food in the individual causes mal- 
nutrition or starvation, according to its degree. So ina 
community it causes famine in its different degrees. In 
olden days, before foodstuffs were transported from 
district to district in the course of trade, a local failure 
of crops or herds or fishery would precipitate a famine. 
There was corn in Egypt when famine stalked the land 
of Canaan. 

Modern medicine is familiar with disease in the indi- 
vidual caused by malnutrition. In ‘western’ countries 
malnutrition is most often caused by individual poverty. 
The economics of nutrition is so complex that the break- 
down of one source of supplies does not lead to famine. 
To the man in the street the word ‘famine’ does not 
connote something that could actually occur to his own 
people. It means a disaster that used to befall peoples 
of old or could happen today in distant countries. 
Nevertheless the two world wars have shown during the 
last half-century that disturbances may happen which 
can, even in western Europe, lead to conditions approach- 
ing famine. Amongst the Bantu people in South Africa 
grave malnutrition is widespread. In living memory 
famine has more than once smitten vast populations 
in India and China and caused heavy mortality. 

Today few, if any, countries produce within their own 
borders all the food and drink that their people consume. 
But apart from non-essential exotic articles there are 
countries which are in the happy position of being 
nutritionally self-supporting. Others, of which Britain 
is a conspicuous example, are dependent, for a large 
part of the food their people need, on supplies from other 
countries paid for in the course of trade. These countries 
are in an insecure position for they depend on a 
ife-line which is liable to be cut in the course of war or 
through economic changes. 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 


DIE VOEDING VAN DIE NASIE 


Voedsel is die grondslag van die menslike bestaan en 
inderdaad ook van alle plant- en dierelewe. Sonder ’n 
minimale, genoegsame hoeveelheid voedsel en water kan 
die mens nie bestaan nie. Die beskikbaarheid van hierdie 
lewensbehoeftes het grotendeels die stigting, voortbestaan 
of ontwikkeling van woonplase, dorpe, stede, bevolkings 
en nasies bepaal. Slegs die ontwikkeling van die landbou 
en die boerdery (en van visserye) het dit moontlik gemaak 
vir die wéreldbevolking om tot sy wemelende miljoene 
te vermeerder en die huidige verspreiding van die 
bevolking is grotendeels afhanklik van die georganiseerde 
vervoer van voedsel. Die vervoer is hoofsaaklik ,binne- 
lands’ maar word deur internasionale en oorsese vervoer 
aangevul. 

Na mate sy gebrek aan behoorlike voedsel ly die indi- 
vidu Of aan ondervoeding Of aan hongersnood en 
dieselfde geld vir die gemeenskap. In die verlede voordat 
voedsel in die handelsgang van een distrik na die ander 
vervoer was het ’n plaaslike misoes van gesaaides of 
mislukking met die veestapels of visserye ’n hongersnood 
bespoedig. Daar was graan in Egipte toe ’n hongersnood 
die land van Kanaan geteister het. 

Die hedendaagse geneeskunde is bekend met die siektes 
wat in die indiwidu deur ondervoeding veroorsaak word. 
In die westerse lande is ondervoeding meesal die gevolg 
van persoonlike armoede. Die voedselekonomie is so 
ingewikkeld dat die ineenstorting van een bron van 
voorrade nie hongersnood beteken nie. Vir Jan Burger 
is dit ondenkbaar dat dié ramp sy eie mense kan tref— 
dit het met mense van oudsher gebeur en tref miskien 
vandag mense in verafgeleé lande. Die twee wéreldoorloé 
het egter in die afgelope halfeeu bewys dat steurings selfs 
in Wes-Europa kan plaasvind wat kan lei tot toestande 
wat aan hongersnood grens. Onder die Bantoebevolking 
van Suid-Afrika is ernstige ondervoeding algemeen. 
Selfs in ons tyd is reusebevolkings in Indié en Sjina deur 
hongersnood geteister met swaar lewensverlies. 

Vandag produseer min indien enige lande al die 
voedsel en drank wat hul eie bevolking gebruik. Behalwe 
vir nie-essensiéle uitheemse kossoorte is daar lande wat 
in die gelukkige posisie verkeer dat hul wat voedsel 
betref self-onderhoudend is. Ander lande weer, waarvan 
Brittanje ’n uitstaande voorbeeld is, is vir ’n groot gedeelte 
van die voedsel wat hul bevolking nodig het afhanklik 
op voorrade wat hul van ander lande invoer en waarvoor 
hul met handelswinste moet betaal. Sulke lande verkeer in 
‘n onveilige posisie omdat hul moontlik deur oorlogs- 
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With the increase in the population of the food- 
exporting countries and in their own demands for food, 
the food available for export may grow less; moreover, 
the purchasing power of the food-importing countries 
may diminish. Malthus 150 years ago foretold that the 
growth of population would outstrip the production of 
food. His views have been much discredited but recent 
trends have strengthened their appeal. Much attention 
has been given of late to the world food-position, and 
its future prospects; and in every country the relation 
of its food-production capacity to the needs of its people 
is a study of first-rate importance. 

We publish in this issue the first of a series of articles 
on the Agricultural Foundations of Nutrition in South 
Africa, by F. W. Fox, D.Sc., of the South African 
Institute of Medical Research, an honorary member of 
the Medical Association of South Africa. This study of 


the fundamental basis of the nutritional problems of 
this country must be of particular interest to medical 
practitioners, who better than others are able to 


appreciate the importance of nutrition in health and 
disease. 


ABSTRACTS : 


Raismen and Courten(1952): The Importance of Stretching in the 
Treatment of Acute and Convalescent Poliomyelitis. N.Y. St. J. 
Med. 52, 3005-3010. 

The best treatment of acute and subacute poliomyelitis is a 
programme of stretching the muscles. It is best to use curare in 
connection with this treatment. The stretching is best started 
inumediately after the onset of the disease and will tend to prevent 
deformities and afford the best opportunity possible for a good 
recovery of the paralyzed muscles. 

The patient is given intramuscular injections of ‘intocostrin’ 
every 8 hours. The starting dose is 0.9 units and the maximum 
1.5 units (per kg. of body weight). The initial dose is given intra- 
venously with all following injections given intramuscularly. 

The patient is stretched about 45 minutes after the morning and 
evening injections of the drug, the purpose of which is to relax 
tight muscles by temporary and partial paralysis. The stretching 
programme itself includes the following: (1) stretching of the ham- 
strings by flexing the hip with the knee extended to an angle of 
45-60° with the trunk axis; (2) stretching of heel cords to an angle 
of 60-65°; (3) stretching of adductors; (4) flexing of the back to 
form an even curve; (5) elevation of the shoulders to 180° with 
scapulae held adducted; (6) stretching of ail joints of both upper 
and lower extremities, in addition to processes mentioned above. 

If curare is started promptly after the paralytic condition 
develops the length of time necessary to secure complete relaxation 
is reduced. Most patients feel distinctly better after stretching 
though there may be pain during the exercise. Curare makes the 
exercise more tolerable; proper stretching of the upper extremities 
is virtually impossible without the use of curare. 


J. M. M. Fernandez, F. Compa, A. R. Mercan (1953): Treatment 
of Leprosy with Isonicotinic Acid Hydrazide. Preliminary Report. 
El Dia Médico (Argentina), 24, 134-135. 
In this study 10 lepers were treated with isoniazid. Cases examined 
histologically at the beginning of treatment showed granulomatous 
tissue structure with a typical lepromatous histologic pattern. 
Mycobacteria leprae present were modified by the drug in every 
case: granulation and partial loss of their acid-fast character 
resulting. 

Although the number of patients in the series is small and the 
time of observation short the authors have the impression that 
isoniazid is useful in the treatment of leprosy. The drug was given 
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toestande of deur ekonomiese veranderings van 
lewensbronne afgesny kan word. 

Met die aanwas van die bevolking in lande wat voedsel 
uitvoer en as gevolg van hul eie verhoogde verbruik, kan 
die voedsel wat vir uitvoer beskikbaar is al minder word; 
en die koopkrag van lande wat voedsel invoer kan 
afneem. 150 Jaar gelede het Malthus voorspel dat die 
aanwas in die bevolking voedselproduksie sal oorskry. 
Sy menings is kwaai aangeval maar die jongste verwik- 
kelings versterk sy beskouings. In die laaste tyd is baie 
aandag geskenk aan die voedselposisie van die wéreld 
en aan die vooruitsigte daarvan; die studie van die 
verhouding van sy voedselopbrengs tot die behoefte 
van sy bevolking is vir elke land van die hoogste belang. 

In hierdie uitgawe verskyn die eerste van ’n reeks 
artikels oor The Agricultural Foundations of Nutrition in 
South Africa, deur F. W. Fox, D.Sc., van die Suid- 
Afrikaanse Instituut vir Mediese Navorsing en ’n ere-lid 
van die Mediese Vereniging van Suid-Afrika. Hierdie 
studie van die grondbeginsels van ons land se voedings- 
probleme sal van besondere belang vir geneeshere wees 
wat beter as ander sal besef watter belangrike rol voeding 
beide op die gebied van gesondheid en siekte speel. 
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for 3 or 4 months in a daily o—- of 5 mg. per kilo of body weight. 
Improvement was noted in all of these respects: cutaneous lesions, 
morphological changes, tests for bacilli, general condition, and 
weight gain. There was a very good effect on diffuse oedema of the 
face and limbs. 

The drug was very well tolerated with no toxic side-effects in 
any case. The authors suggest an alternating regimen of therapy 
using sulphones for a month, then isoniazid for a month, followed 
by thiosemicar nes for a month, and then a fourth month of 
isoniazid. This would help overcome the tendency of the sulphones 
and thiosemicarbazones to induce depression and anaemia, and 
would add an additional agent to the programme of therapy so as 
to reduce the possibility of resistance developing to any one drug. 


Malach and Banks (1952): Experience with Tubeless Method of 
Gastric Analysis New Eng. J. Med., 247, 880-884, through J 
Amer. Med. Assoc. (1953): 151, 860. 


A cation-exchange resin containing a quininium cation has been 
used to determine the presence or absence of free hydrochloric acid 
in gastric contents without intubation. The hydrogen ions of the 
gastric juice displace the quininium ion, the released quinine is 
absorbed in the small intestine, and about a third is excreted in the 
urine. The amount of quinine excreted within two hours is pro- 
portional to the amount of free hydrochloric acid in the gastric 
juice. 

Experience with 58 examinations on 54 persons is reported. 
The quininium resin indicator compound was administered orally 
in a 2 g. dose to the person examined after an over-night fast and 
after stimulation of the parietal cells of the stomach with histamine, 
7% alcohol, or caffeine sodium benzoate. Control gastric analysis 
by the usual intubation technique was carried out in 50 of the 
54 persons in whom the tubeless method of gastric analysis was 
used, and results obtained by the tubeless method correlated well 
with those secured by the standard tube technique of fractional 
gastric analysis. 

The tubeless technique will probably not replace the more usual 
tube technique but has certain distinct advantages that warrant 
wider use: it can be used as a preferred procedure in the presence 
of active bleeding from the upper gastro-intestinal tract, — 

ris, recent ——_ infarction, emotional instability and 
ractive gag ; also after subtotal gastric resection. 
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It is the purpose of this paper to draw attention to the 
Katayama syndrome, or invasive phase of bilharzia 
(as has been done before + *. 4s 5), to report 12 cases seen 
at the Children’s Hospital, Addington, Durban, over a 
period of 18 months, and to detail their symptoms and 
signs. It is difficult to believe that many have been mis- 
diagnosed in the past, although the author knows of 2 
such cases. One is Case 8 and the other was a girl aged 
5 years seen privately and diagnosed first as glandular 
fever. Knowledge of the syndrome and improved labo- 
ratory techniques will reveal more cases, but it is felt 
that there has been an increased incidence of Schistosoma 
mansoni infections in recent years. 


CLINICAL PICTURE 


The Katayama syndrome usually begins with pyrexia, 
headache, abdominal pain, cough and urticaria; rigors 
and night sweats may occur and often the spleen is 
palpable and the liver enlarged and tender. It may be 
mild or severe. Most cases show a surprisingly high 
blood eosinophilia which suggests the diagnosis and is 
confirmed by a positive complement-fixation test or, 
later, the presence of ova in urine or stool or rectal 
mucosa. 

There is usually a history of having swum, paddled, 
fished or collected tadpoles in some near-by river, most 
commonly in Durban the Umhlatuzana and Umbilo 
rivers. In some cases it was only by persistent 
questioning that the history was obtained, because both 
parents and children have short memories for such 
events, while some boys refused to tell, having been 
warned previously not to go near the rivers for fear 
of bilharzia. In others no definite history was obtained. 

The incubation period varied between 2 and 8 weeks, 
the impression being that S. mansoni had a shorter 
incubation period than S. haematobium. Some patients 
were able to state the exact date of exposure (Cases 3, 4 
and 6), thus giving an incubation period of 17 to 21 days. 
Only one patient remembered his skin itching soon after 
exposure, the first symptoms ordinarily being fever and 
headache. 

The temperature was raised in the evening and some- 
times reached 104° F; when the patient both felt and 
ooked ill. Rigors, delirium’and marked sweating were 
variable features which occurred in the more acute cases. 
By morning the fever had usually dropped and the patient 
felt better, only to relapse toward evening. One patient 
continued so for 10 days, but usually pyrexia was not 
so high and in hospital lasted from 6 to 12 days. The 
duration of the febrile phase of the illness showed a wide 
variation; in one case it lasted for 39 days. The average 
duration was 20 days. 

Headache occurred toward evening when the tempera- 
ture rose; it often caused sleeplessness and was either 
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frontal or generalized. In one boy it was so severe that a 
lumbar puncture was performed to exclude meningitis. 

Urticaria was generalized and usually transient, lasting 
only | to 3 days. Large wheals occurred on the trunk 
and limbs, while on the face they were smaller but 
associated with oedema, the swollen face presenting a 
picture of misery. In some cases it occurred during the 
first hospital-week, but in 5 there was no history of it 
nor was it observed. 

Cough, which was also a transient and variable 
symptom, was usually mild. When severe it was dry, 
irritating and troublesome, and thought to be due to 
an invasion of the lungs by schistosomules. In many 
cases it did not occur at all. 

The appetite was poor during the febrile period, the 
patient became pale and there was some loss in weight; 
this continued until the temperature became normal, 
when improvement was rapid. 

The liver was enlarged in 5 cases, causing abdominal 
pain and tenderness, most marked in the right hypo- 
chondrium. 

The spleen was enlarged in 5 cases but in only | were 
both liver and spleen enlarged. 


An absolute eosinophilia was present in all cases, often 
associated with a marked leucocytosis. The eosinophilia 
rose rapidly in many cases to a very high figure (Table 2). 
The highest in this series was 77° (Case 4) on the 21st 
day of the disease and 80° 7 months later. In Case | it 
was the high and persistent eosinophilia which made us 
search the stools repeatedly until the ova were found. In 
the very early stages of the disease this eosinophilia may 
not be present, and it will be missed unless blood exami- 
nations are repeated. For example, in Case | it was only 
4% on the day of admission but was 30°% of a white-cell 
count of 24,000 2 weeks later. In Case 9 on the 2nd day 
in hospital the eosinophils were 6% of 10,000 white cells, 
on the 4th day 13% of 12,000, on the 15th day 43% of 
12,000, and on the 28th day 52° of 15,000. 

The clinical picture was the same whether the infection 
was due to S. haematobium or S. mansoni. Naked-eye 
haematuria was never a symptom of the syndrome. In 
2 cases (11 and 12) both infections were present. 


CASE REPORTS 


Tables 1, 2 and 3 summarize the important points of all 
the cases, but the following reports are detailed to show 
the vagaries of the syndrome and particularly the difficul- 
ties in diagnosis. All the cases were in European boys. 


Case 2. F.B., aged 8 years, was admitted on 23 November 1951, 
having spent 28 days in bed because of headache and evening 
pyrexia. The family doctor had prescribed sulphonamides, which 
did not help. An X-ray of the lungs, a blood count and urine 
examinations were all normal. A clinical diagnosis of tick-bite 
fever was made, but when there was no response to aureomycin 
the author was consulted. The patient did not look particularly 
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TABLE I 


5 


Case No. 1 2 3 4 6 7 8 i) 10 il 12 


22 23 27 29 31 8 24 3 23 29 3 22 
Date of admission .. Nov. Nov. Jan. Jan. Jan. March April May Oct, Jan. Feb. Feb. 
1951 1951 1952 1952 1952 1952 1952 1952 1952 1953 1953 1953 


Age (years) oe oa 6 8 8 10 7 9 9 5 11 8 9 8 


Sex.. ee oe o M M M M M M M M M M M M 
S. haematobium in urine + + 
S. mansoni in stool ws + + + + + rs + 


Positive cystoscopic diag- 
nosis .. 


Incubation-period (days) 


Duration of fever before 
admission (days) — ae 30 4 3 21 8 il 4 2 10 0 8 


Duration of fever (hospi- 


tal-days) 12 9 11 9 7 9 12 2 13 20 0 3 
Hospital-day of onset of 

urticaria zs as 1 0 0 0 11 7 4 0 7 6 1 0 
Enlarged spleen .. ree + + + + + 


Enlarged liver .. o + + + + + 


TABLE Ul.-——-HOSPITAL DAY ON WHICH LOWEST AND HIGHEST EOSINOPHIL PERCENTAGE FOUND 
Case No. .. 1 2 3 4 5 6 7 9 10 TT 12 
Lowest % okie 15 40 48 36 37 36 6 2 0 31 
Hospital-day .. .. 1 5 9 36 20 2 20 2 1 2 22 
Highest °% —. wie 15 52 77 66 37 46 52 22 27 53 
Hospital-day .. .. 15 5 21 21 8 2 2 15 26 18 2 


aC 


TABLE Ill,—SHOWS TYPE OF INFECTION, DIAGNOSTIC CRITERIA AND NUMBER OF URINE AND STOOL EXAMINATIONS PERFORMED 


Case No. .. ar al 1 2 3 4 5 6 7 8 9 10 11 12 
S. mansoni in stool a + + + + + + + 
Total no, stools examined 15 17 9 9 6 3 a 6 30 9 5 6 
Total positive .. os 1 2 0 0 1 0 0 0 1 l 1 4 


No. stools examined be- 
fore first positive ie 5 6 6 30 7 4 2 


Positive cystoscopic diag- 
+ 


7 4 
* At cystoscopy. 


S. haematobium in urine 


13 


No. of urines examined . . 


ill and apart from an enlarged spleen and fever of 102° F. nothing white blood-cell counts was not so well recognized at that time 
abnormal was found. Agglutination tests, blood culture and only one was performed, which showed 15,000 white cells with 
further blood counts were requested and aspirin prescribed. 15° eosinophils. The temperature settled on the 9th day in 
Two days later diarrhoea with blood and mucus and vomiting hospital, 6 days after a course of chloromycetin had been started, 
began, necessitating admission to hospital for investigation, and the patient appeared improved. Sigmoidoscopic examination 
The diarrhoea proved to be due to Flexner dysentery, but in the was normal. To complicate the issue the Paul-Bunnel test was 
course of 6 stool examinations S. mansoni ova were found on the __ positive, but was regarded as non-specific. The Widal and the 
6th day after admission. Because the significance of differential rickettsial complement-fixation tests were negative. He was 
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The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhoea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces. 


Literature on application. 
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in paediatrics 
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a preparation of the enzyme hyaluroni- “‘Hyalase’ is also widely used to facill- 


dase extensively employed as an aid tate local anaesthesia in obstetric and 
to subcutaneous rehydration therapy orthopaedic practice and has recently 


iS Of particular value to infants. been found of value in plastic surgery. 


Details of these anc other applications are obtainable on request. 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 


259 COMMISSIONER STREET, 


JOHANNESBURG. 
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*“EMPHYSEMA 


are rapidly relieved by the 


INHALATION 
THERAPY 


| BRONCHOVYDRIN is oa specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 
relief of all forms of bronchospasm, whether physical, nervous or allergic. 


DRITAX HAND INHALER e 


Available in cartoned bottles of 12.5 gm. 


Available with or 
without a Face Mask 
| 
SUPER PAG is a large 


table model and can be 
supplied with single or 
double bulb, also with PNEUMOSTAT ELECTRIC INHALER is suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 
complete with two SUPER PAG Inhalers either of which 


is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


7 SUPER PAG HAND INHALER 


e Please write for technical data. bd 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-952] 
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Successful results were obtained with topical Terramycin 
therapy in 20 out of 31 patients with persistent furunculosis.! ea oe 
On oral Terramycin, two patients “showed a remarkable re- 
sponse within 24 hours” and full recovery in 3 to 5 days.” 

1. Valentine, F.C.0.: LANCET #:351 (AUG. 23) 1962. 


2. Reiss, F.: NEW YORK STATE J. MED. 62: 1081 (APR. 16) 1962. 


Sole Diskributovs: 


Distributor: 

PETERSEN LTD. 

P.O. Box 38, Cape Town 

P.O. Box 5785, Johannesburg 
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treated with ‘nilodin’ orally and a course of ‘anthiomaline’ injec- 
tions was started. He was discharged from hospital after 22 days. 
On close questioning this patient admitted to swimming in a river 
near his home but he could not remember how long previously. 


Case 4. P.F., aged 10 years, was admitted on 29 January, 1952, 
complaining of headache, fever and delirium at times for the 
past 3 days. He had swum in a bilharzia-infected river 19 days 
previously with a friend, who had also been admitted 2 days 
earlier. (Case 3.) On examination he did not look very ill; the 
temperature was 102.6° F. and nothing else abnormal was de- 
tected. A white blood-cell count on the day of admission was 
9,500 per c.mm., but 6 days later a complete count showed 38,000 
white cells with polymorphs 21°, lymphocytes 17%, eosinophils 
57% and basophils 5%. An X-ray of the lungs, serological agglu- 
tinations and a blood culture were all negative. Nine stool and 
13 urine examinations (some were 24-hour specimens) were also 
normal. The temperature settled slowly and reached normal on 
the 9th day. The eosinophilia persisted and he was given a course 
of intravenous sodium antimony tartrate totalling 12 gr. He 
was discharged fit after 41 days, having gained 2 Ib. in weight. 
This boy was an asthmatic and was seen 5 months later because 
of an attack of asthma. His blood picture then showed an eosino- 
philia of 80%. On cystoscopy numerous bilharzial tubercles 
were seen scattered in various places but both ureteric orifices 
looked normal. The tubercles for the most part looked inactive 
but some had an areola of hyperaemia suggestive of activity. 


Case 6. J.R., aged 9 years, had been perfectly well until 8 days 
previously, when he developed headache, fever and listlessness 
together with generalized abdominal pains. He also complained 
of ‘itchy bumps’. Twenty-one days before he had swum in the 
Umbhlatuzana River and volunteered that 3 hours later his legs 
became itchy. On examination there was a widespread urticaria 
of the body, an enlarged spleen and fever of 101.8° F. The white- 
cell count was 14,000, with 37% eosinophilia, but Widal, blood 
culture, lung X-rays, 3 stool and 3 urine examinations were all 
negative. Without treatment the temperature settled after 9 days, 
he gained 5 lb. in weight and was discharged after 17 days. Five 
months later he returned because haematuria had started 3 weeks 
previously (54 months after swimming in the river), and S. haema- 
tobium ova were found in the urine. Cystoscopy confirmed the 
diagnosis. 


Case 8. J.B., aged 5 years, had been quite well until 3 days 
previously, when he suddenly developed upper abdominal pain, 
which became intermittent. Apart from having passed round- 
worms 3 weeks before there was nothing of note in the history. 
His temperature was 103°F and there was some resistance in 
the right hypochondrium. His general condition was good, 
X-ray of lungs was clear, blood count was normal and the tem- 
perature settled within 48 hours. Because ova of ascaris were 
found in the stools he was treated for them and sent home as 
“pyrexia of unknown origin’. Four months later he complained 
of haematuria and S. haematobium ova were found in the urine, 
the diagnosis being confirmed by cystoscopy. 


Case 9. K.B., aged 11 years, was admitted on 23 October, 1952, 
because of severe headache, backache, fever and abdominal pain. 
The pain was severe enough to make him cry. His temperature 
rose each evening to 104° F., when he looked and felt ill, but after 
a restless night he was well in the morning, only to relapse by 
evening. His blood count was Hb. 13.9 g.°% and white cells 
10,000 per c.mm. (polymorphs 55°%, lymphocytes 39°, eosino- 
phils 6°%). X-ray of lungs, blood culture, Widal, Paul-Bunnel, 
complement-fixation for rickettsia, 16 stool- and 2 urine-examina- 
tions were all negative except for a suggestive Q-fever titre. Be- 
cause the patient looked ill, particularly towards evening, com- 
plained of photophobia and vomited on a few occasions, a lumbar 
puncture was performed 5 days after admission: the cerebro- 
spinal fluid was normal. Despite the absence of malarial parasites 
in blood smears, ‘aralen’ was tried without effect, followed by 
aureomycin on a clinical suspicion of tick-bite fever. On the 
6th day he developed a generalized urticaria, which only lasted 
24 hours. Blood counts every few days showed a rising eosino- 
philia of 13°% on the 4th day after admission, 22°, on the 6th, 
43% on the 15th, and 52% on the 28th. A skin-test for bilharzia 
was negative at this time. ‘Anthiomaline’ injections were begun 
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on the 12th day, with a good clinical response and normal tem- 
perature within 48 hours. Two weeks later, while under treatment, 
he suddenly relapsed with cough and fever lasting for 7 days and 
associated with a transient urticaria. A bilharzial complement- 
fixation test at this stage was negative, and he was discharged 
after 43 days quite fit and well. Persistent cross-examination 
revealed that he had fallen into a river (Umhlatuzana) 6 weeks 
prior to admission. This patient was followed up in the out- 
patient department, where repeated examinations of stools and 
urine were negative although the eosinophilia persisted around 
35%. The bilharzial complement-fixation test became positive 
on 2 March 1953, 4 months after admission. One week later he 
returned saying he had passed blood in his urine. Surprisingly, 
on cystoscopy the bladder was normal. On 20 July 1953 (9 months 
after admission) a biopsy of rectal mucosa showed numerous 
eggs of S. mansoni. 


TREATMENT 


In young children treatment by intravenous antimony 
tartrate is impracticable in the out-patient department 
because of the vomiting that occurs so frequently, the 
long distances that some have to travel to and from 
hospital and the technical difficulty of finding a suitable 
vein. With the advent of ‘nilodin’ we hoped that the 
protracted courses of antimony as in-patients would 
be obviated, but we soon found that ‘nilodin’ was 
unsatisfactory in the established cases of bilharzia due 
to S. haematobium (Group II of Gelfand) in the dosages 
recommended. It was then decided to use a bigger total 
dose, approximating to 100 mg. per lb. body-weight, and 
today children up to the age of 8 years are given 600 mg. 
daily in divided doses for 8 days and older children are 
given 800 mg. daily for 8 days. A series (to be published) 
treated thus and controlled by cystoscopy both before 
and after treatment has been encouraging, improvement 
being so satisfactory that antimony was discarded and 
only in some cases did a second course of ‘nilodin’ seem 
necessary. This however has not yet been proved and is 
only an impression gained. 

In the series under review treatment varied con- 
siderably because past results have been unsatisfactory, 
but the author is of the opinion that for the present, 
‘nilodin’ by mouth followed by antimony intramuscularly 
is the safest combination for bilharzia due to S. mansoni. 
Such a course will probably need to be repeated. 


DISCUSSION 


The original description of Katayama disease referred 
to the invasive phase of S. japonicum, whose intermediate 
host is the Japanese snail Oncomelania (Katayama) 
nosophora. Since a similar clinical picture, as described 
in this paper, occurs in S. mansoni and S. haematobium 
infections the term Katayama syndrome may be applied 
to all three. Gelfand (1942) ° calls this stage Group I, 
placing the well-established case with deposited ova in 
Group II and the chronic cases with ureteric damage or 
cirrhosis of the liver into Group III." 

In this report we are only concerned with the toxaemic 
or invasive phase of the disease, equivalent to Group I 
of Gelfand. It is at this stage that the diagnosis is difficult 
but in endemic areas it must be differentiated from 
typhoid fever, glandular fever, rheumatic fever, malaria, 
tick-bite fever, urticaria and all ‘pyrexias of unknown 
origin’. It occurs more commonly in male children, all 
the cases in this series being boys. Gelfand is unable to 
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recall the syndrome in an adult (personal communica- 
tion), but Fairley (1919)*® recognized it in many 
Australian troopers at Tel-el-Kebir in Egypt. 

Bilharzia due to S. haematobium is an endemic disease 
in Natal and large areas of South Africa. It is most 
common in children and is usually diagnosed after the 
onset of haematuria, but is also found in the bowel on 
occasions. S§. mansoni on the other hand was always 
considered to be a rare infestation, a view confirmed by 
Manson-Bahr (1946),! whose map omits it altogether 
from South Africa, and also by a survey by Dormer 
(1942). Craig and Faust (1951)* in a map of the 
world-distribution show only a few small areas of 
S. mansoni infection in the midst of a very large tract 
of South Africa infected by S. haematobium. The 
incidence of S. mansoni in this hospital increased 
considerably after the end of 1951, when the invasive 
phase of bilharzia was first recognized and confirmed by 
the finding of the ova of S. mansoni in the stools (Case 1). 
This case was followed by others, and now the Katayama 
syndrome has become more common than typhoid or 
tick-bite fever. In our proven cases no less than 70% 
were due to S. mansoni (including 2 with mixed infection). 
This is a high and unexpected incidence and tends to be 
confirmed by the increase in number of Group II cases 
of S. mansoni which we have found recently. However, 
if one is to wait for the presence of ova in urine or stools 
before the diagnosis is accepted, there may well be many 
months of delay. In some of our cases the eggs were 
found within a week of admission (Cases | and 2) but 
only at the Sth or 6th stool examination, while in others 
the eggs have not been found yet but the bilharzial 
complement-fixation test has become positive and a 
marked eosinophilia has occurred. This confirms the 
experimental work in monkeys of Lurie ef a/ (1952).° 
In one case 15 stools were examined with only | positive 
finding in the Sth examination. This underlines how 
unsatisfactory and misleading stool examinations can be. 
Table 3 shows the number of stools examined before eggs 
were found. A rectal biopsy in which a small piece of 
mucosa at the level of the first rectal valve is removed 
through a proctoscope and then compressed between 
two slides and examined immediately is often a more 
rapid and easier method of finding ova and confirming 
rectal bilharzia. No anaesthesia is necessary. 

In 2 cases (3 and 7) the ova have yet to be found, the 
diagnosis being made on the clinical picture with 
eosinophilia. It has not been possible to perform cysto- 
scopy, rectal biopsy or complement-fixation tests on 
these patients. 

The bilharzial complement-fixation test was not used 
extensively because it was thought to be unreliable, but 
since the favourable report by Lurie et a/ (1952) ® it is 
intended to make more use of it in the future. In Case 9 
it was negative on the 25th day after admission but was 
positive 3 months later. 

The cercarial antigen skin-test was performed on 
some known positive cases with negative results and 
was therefore discarded. 

In many cases the diagnosis of the earliest phase is 
not made, because the symptoms are not recognized, 
it being more usual to have a patient with bilharzia 
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complaining of haematuria or mucous diarrhoea than 
of fever, headache, cough and urticaria. Because 12 
cases of the syndrome have been recognized in this 
hospital and because almost as many are known to 
have been discovered in private practice during the past 
18 months, consideration must be given to the probable 
increase in the incidence of the disease, especially S. 
mansoni infection. Of course, improved laboratory 
techniques, rectal biopsies and an awareness of the 
syndrome will lead to the discovery of many more 
cases, but not every patient develops the Katayama 
syndrome, many apparently beginning their illness 
with haematuria, diarrhoea or vague ill health. Some 
Group II cases have been discovered on routine examina- 
tion of stools. 

Because all our cases occurred and were recognized 
between October and early May in 1951 and 1952, 
which are the summer months, when the rains come, 
we have considered the possibility of ‘minor epidemics’. 
However it is during the summer months that boys 
swim and go fishing; they are then more likely to expose 
themselves to infection than during the winter, when 
many rivers are at a low ebb or even dry. This may 
account for the seasonal incidence. Examination of the 
records of all patients discharged from this hospital 
with a diagnosis of ‘pyrexia of unknown origin’ over 
the years 1949-51 has not revealed any which simulate 
the syndrome in history or clinical signs. 

We believe that the clinical picture of the toxaemic 
stage of bilharzia is so well circumscribed that its 
recognition is fairly easy. The consequent early diag- 
nosis will lead to earlier therapy and therefore less 
morbidity. The possibility of S. japonicum being intro- 
duced into this country by men from Korea may arise 
if the worm finds a suitable intermediate host among 
South African snails. Then Katayama may be even 
more common. 


SUMMARY 


Twelve cases of the Katayama syndrome or toxaemic 
stage of bilharzia are described. 

The clinical picture of fever, headache, cough, ab- 
dominal pain, urticaria, enlarged liver, enlarged spleen 
and a high blood eosinophilia is described in detail. 

The syndrome in this country is caused by S. haema- 
tobium or S. mansoni. Mixed infections also occur. 

Of 10 cases in which ova were found 7 had S. mansoni 

in the stools and it is suggested that this infection is 
becoming more prevalent in this area. 
The eosinophilia is usually very high and may reach 
80%. 
The bilharzial complement-fixation test may be a 
useful diagnostic test. 

In areas where bilharzia is endemic the Katayama 
syndrome should be considered when an unexplained 
fever presents. 

The impression has been gained that treatment with 
large doses of ‘nilodin’ (100 mg. per Ib body weight 
over 8 days) is at least as satisfactory as intramuscular 
antimony in cases due to S. haematobium. In those due 
to S. mansoni it is thought best to follow ‘nilodin’ with 
antimony and to repeat the course later. 
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THE HORMONES AND EMOTIONAL BEHAVIOUR* 


M. Peskin, M.D. 


Johannesburg 


In a Symposium such as the present, only a brief super- 
ficial survey of the subject can be attempted. The 
inter-relationship between the endocrines and the affect 
is probably more complex than it appears to be. There 
are many factors involved. Neuronal activity, the 
autonomic system, the cerebral vasculature, the endo- 
crines, the body chemistry and the emotions all influence 
each other directly, and indirectly. To limit oneself 
therefore, to the effect of hormones on the emotions, 
and vice versa, complicated though it is, might make 
things appear simpler than they are in reality. The fact, 
further, that feeling tones and behaviour cannot be 
assessed or described with exact scientific accuracy, tends 
to render the whole subject rather conjectural. However, 
the Philosophy of to-day has been said to become the 
Science of tomorrow, so perhaps some of the suggestions 
which have been made might be justified by the future. 

Long before the endocrines had been recognised as 
such, the wisdom of folk-lore had stressed a relationship 
between certain behaviour states and specific viscera; 
for instance the spleen and anger, the liver and moods 
or envy, or the heart and courage; and amongst our 
early ancestors it was a recognized custom to try and 
attain desirable character traits by consuming the organs 
in which such traits were believed to reside; not only 
were those of animals eaten, but those of heroic enemies 
as well.? 

Before dealing in detail with individual endocrines, 
one may quote a few well-known examples of hormonal 
activity being influenced by emotional states. 

A psychic trauma may result in amenorrhoea; the 
shock may be entirely non-specific, as for instance a 
fright, or the sudden death of a near one; or it may be 
related to the psycho-sexual field, such as a fear of 
pregnancy, or its exact antithesis—a strong desire for a 
child. An attempt therefore to predict the endocrine 
response from the nature of the precipitating emotional 
strain would appear to be wishful thinking, despite 
assertions sometimes seen in psycho-somatic and analyti- 
cal writings. In these cases the absence of the menstrual 
period itself then produces further emotional disturbance 
and anxiety, and it also becomes associated with the same 


* An address delivered at the Conference on Endocrinology held 
School, Witwatersrand University, Johannesburg, 
ay 


secondary changes as are seen in primary endocrine 
dysfunction—for instance, obesity. A whole circle is 
thus established, and though in such cases the initiating 
factor is undoubtedly emotional, there is definite 
biochemical evidence of hormone dysfunction, and this 
in turn can be restored to normal by means of psycho- 
therapy.” 

A similar relationship has been described in thyrotoxic 
states; emotional storms and anxiety have been known to 
antedate hyperthyroidism, and in these cases it has been 
suggested that they have played a significant etiological 
role; the thyrotoxicosis then results in anxiety, thus 
perpetuating the circle.‘ The analogous state existing 
between anxiety and loss of libido is another example of 
the effects of emotion on endocrines and vice versa; 
anxiety produces loss of sex prowess, which in turn 
produces anxiety. It is also more than probable that the 
whole question of obesity and the associated glandular 
problems are primarily emotional in origin.® ° 

In considering the relationship between the hormones 
and psychological states it is useful to discuss in turn the 
evidence linking each individual gland, but this must not 
imply that any one endocrine operates independently of 
the others, or that the endocrines can be dissociated 
from the rest of the body. There is overwhelming 
evidence that the ductless glands are subject to hypo- 
thalamic influences via the anterior pituitary, *»* and it 
has been suggested that some of the hypothalamic 
nuclei are themselves endocrines; this latter view has 
had confirmation.* There are also abundant findings 
which tend to show that the hypothalamic centres are 
in their turn represented in and influenced by the frontal 
cortex.!® That the latter has a powerful relationship with 
emotional life is the basis of the operation of leucotomy."™ 
The thyroid is known to influence the frontal cortex, at 
least in animals.!? This then might constitute one of the 
mechanisms between the emotional life and hormonal 
activity, and it suggests that both are acted upon by, and 
probably each influences, the activity of the frontal 
cortex. In other words, we are again suggesting a circular 
hypothesis. 

The endocrines will now be very briefly dealt with 
individually. 

Thyroid. A lot of the evidence at our disposal linking 
the endocrines and the affect is directed towards the 
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thyroid. That a close relationship exists between the 
emotions and the thyroid has long been known, but an 
exact correlation between the two has not yet been 
achieved."*? We know that hyperthyroidism as a rule is 
associated with hyperactivity and anxiety, whereas 
hypothyroid states and myxoedema occasion torpor 
and lethargy. What is not so well realized is that more 
severe emotional changes can occur, amounting to actual 
psychosis, and these may be the presenting symptom of 
the thyroid dysfunction.'* Tests of thryoid function have 
shown there is a significant difference in results between 
controls on the one hand, and cases of schizophrenia, 
mania, depression and even psycho-neurosis on the 
other,"* though it is not known just what the significance 
is. Experiments on animals have suggested that thyroxin 
has a direct action on the anterior portion of the frontal 
lobes.'* 

Most psychiatrists can report therapeutic successes in 
their field with the use of thyroid, and there are numerous 
reports in the literature.'*. 17 It has even been 
suggested that the beneficial effects are due to pharma- 
cological and not to hormonal effects... My own 
experience, however, agrees with the view that 
myxoedema is a commonly missed cause of organic 
psychosis."* As a matter of fact one feels that hypo- 
thyroidism is one of the most commonly missed entities 
in medical practice, and many such patients are diagnosed 
as suffering from a psychogenic disorder, since neurotic- 
like symptoms may be the only ones volunteered by the 
patient. Manic excitement, depression and toxic 
delirtum can occur in association with thyrotoxicosis,'® 
and psychoses associated with thyroid over-action have 
been satisfactorily treated with thiouracil and 
oestrogens.'* Thus both hyper- and hypothyroid states 
may result in severe emotional disorders. Should, 
however, the patient escape these pitfalls the operation 
of thyroidectomy itself can precipitate a psychosis in a 
sufficient number of cases to suggest this as a distinct 
disease-entity.”” | have myself seen this result following 
the extirpation of a large simple colloid goitre. 


Adrenocortical. Hypo-adrenalism is associated with 
fatigue and a general uninterestedness which can result 
in severe neurasthenia and even delirium, stupor and 
confusion. Conversely, adrenocortical tumours, quite 
apart from their virilizing effects and their consequent 
psychological reactions, can be associated with severe 
psychotic states such as schizophrenia.‘ One has 
personally had the mortification of diagnosing a patient 
as schizophrenia, and treating her with E.C.T. and 
insulin, only to discover that she was a case of Cushing's 
syndrome. This association of psychosis and Cushing’s 
has been stressed, and it occurs too frequently for it to 
be merely coincidental *: 2%; what is more, there are 
reports of typical psychosis being completely alleviated 
after adequate adrenal surgery.** 

The main adrenal interest at present, however, lies in 
the effects of cortisone and ACTH on the psyche. Very 
numerous reports of them are appearing in medical 
journals. Moderate and severe changes in the electro- 
encephalograms have been described in patients who 
were being treated with these hormones for conditions 
other than mental, and the degree of departure from the 
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normal was in direct ratio to the amount of hormone 
used, and cessation of ACTH resulted in a reversion of 
the tracing to pre-treatment standards.** Experience in 
the use of these products teaches one to be more than 
usually conservative in the estimation of their beneficial 
effects, in view of the euphoria which is so frequently 
produced. Most workers have reported on this elevation 
of mood, though depression has been known to result as 
well; psychosis following their use is not very uncommon 
and quite a number of cases have been seen locally. 
However, the mechanism of the mental changes and 
their predictability is still unknown. Investigations of 
the response to ACTH in normals and in psychosis have 
yielded conflicting results, *°-*' some maintaining that the 
two groups react differently, whilst others have found 
identical responses. The beneficial effects of E.C.T. have 
even been ascribed to the liberation of cortico-steroids,'* 
but the evidence is far from convincing. In actual fact, 
the use of these hormones in psychiatry has been dis- 
appointing, and their true place is not yet known. 


Pituitary Anterior Lobe. Attempts have been made to 
correlate various psychological changes with pituitary 
expansions, but since these can act as brain tumours the 
changes are not necessarily endocrine in origin. It is 
obvious, however, that pituitary hormone disorders may 
produce secondary effects on other endrocrines, and this 
is perhaps best seen in Simmond’s cachexia—a primary 
pituitary lesion—and in anorexia nervosa—apparently a 
psychogenically-induced state. The end-result in both 
these may be very similar, both in the organic features 
and in the psychological field, and the two conditions 
are a good example of the interplay between emotion and 
endocrine. 

Other Endocrines. Mental and emotional changes 
have been described in thymus and parathyroid 
disorders.** The link of the pancreas and liver with the 
psychological side is revealed by the effects of hypo- 
glycaemia on the mental side, and of anxiety on the blood 
sugar. The use of insulin, both in subcoma doses and in 
high doses, is one of the therapeutic cornerstones in 
modern psychiatry. This is not the place to enlarge on 
this subject, but the relationship between the blood 
sugar and emotional life is in itself a big problem. 
Obviously the brain depends on an adequate sugar 
metabolism. 

Gonads. One can but mention the relationship 
between the gonads and the emotion in so short a 
discussion, though actually it should be the central 
theme. That puberty and menopause are times of 
psychological strain, that testicular atrophy and 
amenorrhoea occur in schizophrenics,® that resentment 
against a husband can produce defensive menorrhagia, 
that there are alterations in ketosteroid secretions in the 
depressions, ** that testosterone and oestrogens have been 
successfully used in psychotic and psychoneurotic 
states,**—these facts fade into insignificance when the 
real relationship between sex and emotion is considered. 
‘Male and female, created He them’. That one brief line 
contains it all—the mainspring of literature and of 
music, of painting and architecture, of opera and the 
dance; the basis of mythology and of ancient religion; 
an incentive for heroism and a cause of war; the dreams 
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of Youth—the regrets of Age—the very fountain of wit 
and humour; and if Freud is to be believed (and who 
can doubt him) the essence of mental adjustment and 
stability. Without sex motive there could have been no 
Romeo and Juliet; no Troilus and Cressida—or Venus 
and Adonis—or Trojan Wars. We should have had no 
Taj Mahal—no Tristan and Isolde—no Moonlight 
Sonata—perhaps not even the Garden of Eden story; 
the list is endless. It is true that we might have been 
spared ‘swing’ and ‘crooning’, but one must not be too 
unfair to the endocrines! 

Faced with this, what an anticlimax it becomes to 
suggest that all these were inspired and brought to 
fruition because of the inter-relationship between cells 
in the gonads and cells in the cerebral cortex! It makes 
one feel that, after all, the poets and the philosophers 
are more inspired than those of us who worship at the 
pedestal of Science, and quite unashamedly one should 
wish to ally oneself with Walshe, who in his Hughlings 
Jackson lecture concludes his attack on the cybernetic 
approach with, ‘Man was not made for science, but 
science by man, who remains more and greater than his 
creations’.*® Perhaps I thus lay myself open to the charge 
of emotional thinking, and therefore to a diagnosis of 
endocrine dysfunction! 
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Haemophilia is now defined as a recessive, sex-linked 
hereditary bleeding diathesis due to a failure or delay in 
blood thromboplastin formation caused by absence or 
deficiency in the blood of anti-haemophilic globulin." 

A case is here described where the bleeding is not due 
to haemophilia, because there is no deficiency of anti- 
haemophilic globulin. The hereditary basis unfortunately 


* Paper read at the first conference of the South African Paedi- 
atric Association held at Durban 21 August 1953. 


could not be proved, because the patient’s parents— 
detribalized South African Natives—had lost contact 
with the maternal side of the family. 

J. D., a 5-year-old male Bantu child, was ad- 
mitted to Edenvale Hospital on 22 May 1953. The 
parents stated that he had not been feeling well for 1) 
days. There was a long story of nose-bleeding ani 
excessive blood-loss following minor trauma. On on> 
occasion when the child cut his chin and two stitches 
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were inserted, he bled for 5 days. This tendency to bleed 
had been observed from infancy. The only other 
treatment the child had had was for gastro-enteritis in 
infancy. No medicines had been given to him during the 
past year. 

Another feature of the history was that for about 6 
months the child had complained of pains in his joints. 
Both knees, elbows and feet had been affected separately 
during this period. The pain was never severe, it was 
accompanied by slight swelling, and recovery was 

spontaneous after about 4-6 days. At the time of 
admission the left knee was affected and had been painful 
and slightly swollen for about 2 days. 

Family History: Father—healthy, no history of 
bleeding-tendency in himself, his 4 brothers or his 
parents. As far as he knows his brothers’ children are 
healthy. 

Mother—healthy. Her father died during her infancy 
and she knows nothing of him. Her mother was healthy 
and she never heard talk of a bleeding tendency in her 
grandparents. Her sisters all live in Natal and she 
knows nothing about their families. 

One sister aged 8 years is quite well. 

Physical Examination. Well nourished; severe 
anaemia; no jaundice. Temperature 100°F. Pulse 100 
per minute. Two small areas of ecchymoses noticed 
beneath the tongue. No evidence of bruising or petechiae. 
Small, discrete, non-tender glands in the neck and 
inguinal region. Neither liver nor spleen palpable. 
A grade-II systolic murmur heard over the entire 
praecordium. The left knee was slightly swollen and 
tender; it was not hot; movements were full but 
slightly painful. 

Diagnosis. The child was obviously suffering from one 
of the haemorrhagic diseases. Investigations were 
instituted, and it was soon apparent that he belonged to 
the haemophilic group. 


Treatment and Progress. On account of the anaemia 
it was decided to transfuse the child before all the 
investigations had been completed. He was accordingly 
given 500 cc. of blood on 25 May 1953. There was an 
immediate marked clinical improvement. The pain and 
swelling of the left knee disappeared within 24 hours. 
The anaemia was rectified and the blood count became 
normal within 10 days. The murmur heard before the 
transfusion disappeared. The case was discharged from 
hospital on 4 July 1953. 


INVESTIGATIONS 
Blood Counts: 23 May 5 June 
Haemoglobin 3.3 g.% 14.7 g.% 
Erythrocytes per cmm. 1,560,000 4,690,000 
Leucocytes per cmm. 25,600 6,700 
Neutrophils 53.5% 44.5% 
Monocytes 2.5% 8.5% 
Lymphocytes 37.5% 42.5% 
Eosinophils 1.5% 3.0% 
Basophils — 1.0% 
Promyelocytes 0.5% — 
Myelocytes 1.0% 
Metamyelocytes 
Turck cells 0.5% 0.5% 
cells 0.5% _ 
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Additional Findings, 23 May: 14 nucleated red cells per 200 white 
cells. 7% of the red cells were reticulocytes. A very severe 
hypochromic anaemia is present with marked anisocytosis and 
poikilocytosis of the red cells. Numerous early and late normoblasts 
and increased number of polychromatophilic cells were seen. 
Platelets appear to be present in normal numbers. 

5 June: The red cells show anisocytosis. There is a relative 
lymphocytopenia for a child of 4 years. Platelets appear normal 
in size and number. 

5 June. Haemolysis commenced in 0.48% saline and was 
compiete in 0.28 °% saline. 

23 May. Schumm’ s test negative. Direct Coombs test negative. 

25 May. Serum bilirubin direct, 0.7 mg.%: total, 1.5 mg.%. 

26 May. Tests for blood were negative in gastric juice and stools. 

27 May. Urine: Albumin and sugar absent, bilirubin absent, 
urobilin present, urobilinogen absent. Microscopic—no abnor- 
malities detected. 

29 May. X-ray. (a) Chest—lung fields and heart shadow normal. 
(6) Extremities—no abnormalities present in joints of upper or 
lower extremities. 

9 June. Prothrombin index 85% (specimen clotted in 16.2 seconds 
and control in 13.8 seconds). 

12 June. Prothrombin index 84% (specimen clotted in 16.3 
seconds and control in 13.8 seconds). 

9 June. Liver Function Tests: 
Thymol turbidity 5.5 units. 
Thymol flocculation Three plus (+ + +) positive. 
Colloidal red one plus (+) positive. 
Van der Bergh reaction negative. 
Bilirubin—direct 0.2, total 0.3 mg 
Total protein 7.3, (albumin 4.2, ‘globulin 3.1) g. per 100 ml. 
10 June. Plasma fibrinogen 346 g.° 
17 June. Prothrombin Consumption "Time: 


15 min. 30 min 45 min. 60 min. 
Ist Tube: 12.6 sec. 14.0 sec 13.4 sec. 14.0 sec. 
2nd Tube: 14.0 sec 13.0 sec 13.2 sec. 
3rd Tube: 13.2 sec 12.0 sec. 
4th Tube: 11.2 sec. 
Control: 7.2 sec. 29.0 sec. 36.0 sec 45 sec. 
Plasma Recalcification Time: 

Patient Control 
Platelet-containing Plasma 305 sec. 118 sec. 
Platelet-free Plasma 500 sec. 165 sec. 


Correction Graphs: 
Recalcification Time 


1. Patient with Normal Control: 


Normal Plasma 125 sec. 
80% Normal + 20% Patient 132 sec. 
50° Normal + 50°, Patient 150 sec. 
20% Normal + 80° Patient 175 sec. 
Patient's Plasma 485 sec. 
2. Patient with Haemophiliac Control: 
Haemophiliac Plasma 342 sec. 
80°, Haemophiliac + 20% Patient 185 sec. 
50° Haemophiliac + 50° Patient 165 sec. 
20% Haemophiliac + 80% Patient 202 sec. 
Patient’ s Plasma 476 sec. 


3. Patient with Plasma from Case of Christmas Factor: 
Christmas Factor Plasma 240 sec. 


80° Christmas Factor + 20° Patient 276 sec. 
50% Christmas Factor + 50%, Patient 265 sec. 
20° Christmas Factor + 80° Patient 270 sec. 
Patient’s Plasma 300 sec. 


Bleeding Time (Ivy’s Method): 2 minutes 45 seconds. 


Coagulation Time (Lee White): 
Patient: 23 minutes 30 seconds. 
Father: 5 minutes. 
Mother: 7 minutes. 
Clot Retraction: Fluid volume was within normal limits. 


DISCUSSION 


The numerous recent discoveries made in the 
mechanism of blood-clotting has converted the diagnosis 
of haemophilia into quite a complicated procedure. 
Previously it seemed quite simple to diagnose this 
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condition, but the presence (or absence) of Factors V and 
VII, and now the ‘Christmas Factor’, have greatly 
increased its complexity. 

‘Christmas disease’ is the name given by Biggs et al.' 
to a newly-discovered haemorrhagic disease that closely 
resembles haemophilia. It is so named after the first 
patient, a Coloured child named Christmas, studied in 
detail by Merskey of Cape Town. The defect is not due 
to the absence of the antihaemophilic factor, but to the 
absence of a clotting factor closely related to Factor VII. 
The findings are a prolonged clotting time and a deficient 
prothrombin consumption. The bleeding time, Hess’s 
capillary test, platelet count, and one-stage prothrombin 
time are normal. When an attempt is made to correct 
the coagulation defect by the addition of normal plasma, 
haemophilic plasma or plasma from a case of Christmas 
disease, it is found that normal plasma and haemophilic 
plasma correct the deficiency, but that ‘Christmas 
plasma’ does not. The factor involved (most readily 
obtained from serum) is therefore not the antihaemophilic 
globulin of true haemophilia, in which defective blood 
clotting is not corrected by the addition of haemophilic 
plasma. Biggs and Macfarlane? in the addendum to their 
book on blood coagulation claim that Factors VII and 
the ‘Christmas Factor’ are different but closely concerned 
in the normal formation of thromboplastin as illustrated 
in their diagram: 


| PLATELETS AHG. CHRISTMAS FACTOR 


| PROTHROMBOPLASTIN 


| FACTOR VII 


THROMBOPLASTIN | 


In the case here described the patient had a prolonged 
clotting time, a prolonged recalcification time and 
deficient prothrombin consumption. The addition of 
normal and haemophilic plasma to the patient’s plasma 
corrected the clotting defect. No such rectification 
occurred with the addition of blood from an assumed 
case of Christmas disease. No absorption tests were 
done, nor was the thromboplastin regeneration test 
performed. 


I. 


‘The spiritual and physical health of a nation is largely 
determined by the nutritional standards which it can 
maintain.” Dr.{M. S. du Toit, Under Secretary for 
Agriculture* 


We are getting used to the view that the world’s population is 
increasing faster than its food supplies and similar gloomy prospects. 
But do we realise that at least some of these unpleasant possibilities 
may apply to South Africa? 

Obviously food must be produced before it can be consumed; 
moreover, we now know the basic importance of a satisfactory 
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Investigation showed that the patient was not suffering 
from haemolytic anaemia, fibrinopenia, hypopro- 
thrombinaemia or thrombocytopenia. Abnormal liver 
function is of quite common occurrence in African 
children as a result of malnutrition, but haemophilia is 
very rare amongst them.* One particularly interesting 
factor is the occurrence of transient joint pains and 
swellings. These swellings do not correspond clinically 
with haemarthroses. They behave more like rheumatic 
joints. They disappear rapidly and suddenly. 

In this case it is deduced that the deficiency is due 
either to Factor VII or to the closely associated ‘Christ- 
mas Factor’. No proof is adduced that the case of 
“Christmas Factor’ whose plasma was used to test the 
correction of our patient’s plasma is a true case of 
Christmas disease. The inference, however, is not 
unreasonable. 


SUMMARY 


The prolonged recalcification time and the pro- 
thrombin consumption test put this case into the 
haemophilic and ‘haemophilic-like’ group of haemorrha- 
gic diatheses. 


The defect in the case has been corrected by the 
addition of haemophilic plasma and by a normal control. 
In addition, the addition of plasma from a case of 
“Christmas Factor’ has failed to correct the defect. 


This would imply that this is not a case of haemophilia, 
but that the defect in this case is Factor VII or the 
associated so-called Christmas Factor. 


We wish to thank Miss D. C. Jonsson, technical assistant in the 
S.A.I.M.R. for her help in the haematological investigations, and 
Dr. L. Feitelberg, Medical Officer in Charge, Edenvale Hospital, 
for permission to publish this case. 
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diet for the maintenance of health. Most readers, however, would 
say that difficulties in the production and distribution of food- 
stuffs lie outside the province of medicine. But can the modern 
doctor rest content with this aloof attitude when his daily work 
brings convincing proofs of the effects of malnutrition and its 
cost to the community? Has not the provision of adequate food 
supplies become the concern of the whole community? And should 
not the medical profession take the lead in grappling with the 
obstacles that stand in the way of a higher general level of nutrition ? 

It is now many years since the Prime Minister of Australia made 
his moving appeal for a ‘marriage of Agriculture and Public 
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Health’. The Food and Agriculture Organization (FAO) of the 
United Nations came into being to promote just this union. In the 
few years since its inception FAO has done outstanding work, 
both in studying food-production problems and also in advising 
and even assisting backward member-countries in solving them. 
Reports by South Africa to FAO are published every other year 
and contain much information of significance to those of us who 
care about the food-production and food-consumption situation in 
our country. 

In the days when towns were small and most lives were spent in 
close touch with the land there was a unity of outlook which is now 
sadly lacking. Town and country have become so estranged thap the 
urban dweller neither knows nor cares about the food-producers’ 
problems; even farmers are often so specialized that their interests 
tend to be narrow. The mutual interdependence of town and 
country, with food as one of the main common denominators, 
needs emphasis; this is an outlook that many medical men are 
singularly well placed to promote. 


The object of this series of short articles is to consider in a broad 
way some of the basic problems that confront South Africa in its 
task of producing the food needed by its people, not only now but 
in the years ahead. There is a tendency to think of these problems 
as mainly economic; e.g., the price paid to the producer, distri- 
bution costs and difficulties, or the influence of the cost of food 
on the effective demand. These of course are important issues; 
but at least as fundamental are the physical and human limitations, 
such as climate, soils, knowledge and skill, and right land usage, 
which determine yields and quality, and even whether a product 
can be grown at all. The economic aspects we shall refer to only 
occasionally. What we propose to consider is the size of our 
population and the rate at which it is increasing; physical limita- 
tions to our agricultural potential such as climate, soils, and the 
suitability of areas for pastoral or arable farming; the number of 
ood producers and some of the handicaps with which they have to 
contend; the amount of vegetable and animal foodstuffs at present 
being produced; how production is keeping pace with requirements; 
and the bearing of some recent scientific developments on our 
future food prospects, etc. 


To illustrate the field of discussion let us think for a moment 
about maize. If there is one crop that might be thought to be 
abundant it is surely the ubiquitous mealie; yet our annual con- 
sumption has grown so fast that on the average it exceeds production 


OFFICIAL ANNOUNCEMENT : 


TARIFF OF REFUNDS 


Members of the Association are notified that the Treasury has now 
approved, with effect from 1 January 1954, of the tariff of refunds 
for additional medical assistance to European members of the 
S.A. Police Force, their wives and children, being based on the 
Tariff of Fees for Approved Medical Aid Societies (as amended from 
time to time) with a reduction of 10% on services costing up to 
25 guineas and a reduction of 15 % on those costing over 25 guineas. 
The Executive Committee of Federal Council, on the recommen- 
dation of the Parliamentary Committee, has accepted this arrange- 
ment on behalf of the Medical Association of South Africa. 


A. H. TONKIN, 
Secretary. 
Medical House 
35 Wale Street 
Cape Town 
16 January 1954 


NEW PREPARATIONS AND APPLIANCES 


*“Remanden’ a new Repository Form of oral Penicillin. Dependable 


oral penicillin therapy is frequently desirable. When ‘benemid’ 
is administered with penicillin high plasma levels result within 
1 hour and persists over 8 hours, thus making t.i.d. dosage practical. 

Sharp and Dohme has announced the release of ‘Remanden- 
100” and “Remanden-250’ (supplied in vials of 12’s). Each tablet 
contains 0.25 g. of ‘benemid’ with 100,000 units and 250,000 
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by several million bags. In 1951-52 maize subsidies cost over 
£4,000,000, and the sum is increasing annually, With wheat the 
discrepancy is even greater. 

It may be argued that although South Africa may be a poor 
country agriculturally its great mineral wealth can always be relied 
upon to secure the food we need from elsewhere. But whether 
we can rely on obtaining the supplies required from countries whose 
own needs are similarly increasing is less certain. Even today the 
amount of food entering inter-continental trade is small. For 
plant foods it constitutes only 4% of the total world production, 
and for animal foods only 2°%. Even so the dependence on a few 
areas, especially the North American continent is causing uneasi- 
ness. Though unfavourable harvests are seldom world-wide, they 
can sometimes be very extensive. To depend heavily upon imports 
for our basic food-supplies would be unwise, even in times of peace. 

South African agriculture is alive to the way in which food 
consumption is out-stripping production and much thought is 
being given to the ways in which this challenge can be met; for the 
duty of feeding the country is accepted. An excellent summary 
was recently published by du Toit,’ and several attempts have 
been made to assess our national food-requirements (Haylett,* 
Fox,* du Plessis et al.*). Though undertaken at different times and 
by somewhat different methods these studies all indicated that even 
if equally distributed the foodstuffs then available for consumption 
fell short of the amounts required to provide everybody with an 
adequate diet. Dr. du Toit writes: 

‘One cannot escape the conclusion that the development of our 
limited agricultural potential is associated with problems of 
immense complexity and it is only by applying all man can give us, 
with the greatest circumspection that we can hope to exploit our 
agricultural assets in such a way that productiveness is inc 
and soil fertility maintained.’ 

Do not such issues demand the thoughtful interest, not only of 
those actually engaged in agriculture, or of Public Health officials, 
but of every person who loves South Africa? 
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AMPTELIKE AANKONDIGING 


TARIEF VAN TERUGBETALINGS 


Lede van die Vereniging word in kennis gestel dat die Tesourie 
goedkeuring geheg het aan die tarief van terugbetalings vir 
addisionele geneeskundige hulp aan blanke lede van die S.A. 
Polisie, hu! vroue en kinders, met ingang | Januarie 1954. Die 
tarief is gebaseer op die Tarief vir Goedgekeurde Mediese Hulp- 
verenigings (soos van tyd tot tyd gewysig) met ’n korting van 10% 
op rekenings tot 25 guineas en van 15°, op rekenings oor 25 
guineas. 

Op aanbeveling van die Parlementére Komitee het die Uit- 
voerende Komitee van die Federale Raad hierdie reéling namens 
die Mediese Vereniging van Suid-Afrika aangeneem. 

A. H. TONKIN. 
Sekretaris. 
Mediese Huis 
Waalstraa 135 
Kaapstad 
16 Januarie 1954 


: NUWE PREPARATE EN TOESTELLE 


units of penicillin respectively. ‘Benemid’ is well known as an 
uricosuric agent in the treatment of gout and gouty arthritis, 
but much more clinical work has been done on its use with peni- 
cillin. ‘Benemid’ is an anticatabolite that prolongs the physiologic 
activity of penicillin by ‘damming up’ penicillin in the blood- 
stream. Clinical reports show that ‘benemid’ used in conjunction 
with penicillin increases the plasma levels of penicillin from 
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.--and VICEROY of course! 


MMACULATE grooming . . . the art of 
wearing clothes well... talented repartee... 
these things go hand in hand with the smoking 
of VICEROY—the choice of the discriminating 


Wilts 's 


VICEROY 


N, FILTER 


ROTERCHOLON 


Indications: 


Affections of the gall-bladder and_ bile-ducts. 
Post-operative treatment of biliary system. 
Chronic constipation. 


Composition: 


Rhzi. Curc. Jav (Temoc Lawak) 

Fel. tauri, Ol. Menth. pip. 

Ol. foenic., Ol. Carvi, 

Salicyl. menthyl., Aloc, Podophyl. 
Dosage: 


1—2 dragees three times daily. 


You are invited to write for full particulars and clinical trial supply 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, MARAISBURG, TRANSVAAL, SOUTH AFRICA 
Distributors for South Africa and $.W.A.: 


ALEX LIPWORTH LTD. JOHANNESBURG, P.O. Box 4461; Cape Town, P.O. Box 4838; Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury, P.O. Box 1691 
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ANAESTHETIC ETHER 


i Manufactured by 


THE NATAL CANE BY-PRODUCTS LTD. 


OF MEREBANK 

a Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 

In cases, each containing 
12 x 1 lb. Amber Coloured Bottles, 
similar to those used in Europe. 


For further informotion please write to the selling Agents 


G. C. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) Lid., Cc. G. Smith & Co., Lid., 
P.O. Box 565, Johannesburg. P.O. Box 1314, Cape Town. 


Ill ben East London. 


VALUABLE 
BOOK FREE! 


ARE YOU PREPARING FOR ANY MEDICAL, 
SURGICAL, of DENTAL EXAMINATION? 
Send Coupon below for our valuable publication 


**GUIDE TO MEDICAL EXAMINATIONS’’ 


PRINCIPAL CONTENTS 
The Examinations of the Conjoint Board. 
The M.B. ond M.D. Degrees of all British Universities. 
How to poss the F.R.C.S. Exam. 
The M.S. Lond. and other Higher Surgical Examinations 
The M.R.C.P. London 
The D.P.H. and how to obtain it. 
The Diploma in Anaesthetics. 
The Diploma in Psychological Medicine. 
The Diploma in Ophtalmology. 
The Diploma in Laryngology. 
Diploma in Radiology. 
The D.R.C.0.G. and M.R.C.0.G. 
The Diploma in Child Health. 
Coaching also for all South African Medical Examinations. 
Do not fail to get a copy of this Book before commencing pre- 
poration for any Examination It contains a large amount of 
valuable information. Dental Exams. in special Dental Guide 


SEND FOR YOUR COPY NOW! 


The Secretary, 
MEDI 
19 Welbeck Street, Cavendish Square, London W.1. 
Sit, —Please send me a copy of your ‘Guide to Medical Exomi- 
nations’’ by return. 
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THE MEDICAL INSURANCE AGENCY (M.A.S.A.) 


P.O. Box 643 Cape Town Telephone 2-6177 
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NAME (Block Letters) 
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of South Africa—Medical Insurance Agency. 
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2- to 10-fold. This applies by whatever method or in whatever 
form the penicillin may be administered. 


Repository penicillins must be judged not only by the period 
of demonstrable plasma levels but also by the actual amount 
of penicillin in the plasma at peak and low periods. Though 
plasma levels following penicillin therapy vary from person to 
person,* it has been found that plasma levels following ‘Remanden’ 
therapy range from 2.0 units of penicillin per cc. at the peak 
periods to about 0.2 as a low point after 8 hours. The generally 
recognized minimum therapeutic plasma level is 0.03 units per cc. 


‘Benemid’ itself is no more toxic than penicillin and is excreted 
at approximately the same rate. Numerous patients have received 
2 g. of ‘benemid’ daily for 5-12 months without showing any 


* Boger, Crosley, Carfagno and Bayne (1952): Antibiot. and 
Chemother, 2, 555. 


PASSING EVENTS 


UNION DEPARTMENT OF HEALTH BULLETIN 
Report for the seven days ended Thursday, 7 January 1954. 
Plague, Smallpox, Typhus Fever: Nil 
Epidemic Diseases in other Countries. 
Plague: Nil. 
Cholera in Calcutta, Madras (India); Dacca, Chalna (Pakistan). 
Smallpox in Bombay, Calcutta, Cochin, Delhi, Kanpur, Madras 
(India); Tavoy (Burma); Haiphong, Hanoi, Saigon-Cholon 
{Viet-Nam). 
Typhus Fever: Nii. 


Foop, DRUGS AND DISINFECTANTS ACT 


In the Government Gazette of 8 January 1954 the Minister of Health 
(Government Notice 13) gives notice that he intends amending the 


BOOK REVIEWS 


MARRIAGE PROBLEMS 


Illustrated Guide to Sex Happiness in Marriage. By Lucia Radl, 
M.D. 


(Pp. 95 with illustrations, 10s.). London: William 
Heinemann Medical Books Ltd., 1953. 


Contents: 1. Why our Marriage Institution exists as it is. 2. Female sex organs 
and their function. 3. Male sex organs and their functions. 4. Hygiene—male 
and female. 5. Sex hormones and their functions. 6. The story of Birth. 7. 
What a woman should know before her marriage. &. What a woman should 
know about her wedding night. 9. The woman role in building a happy marriage. 
10. How a man should prepare for marriage. 11. What a man should know about 
his wedding night. 12. The man’s role in building a happy marriage. 13. Signi- 
ficance and consummation of marriage. 14. What you should know about 
abortions. 15. What you should know about masturbation. 16. What you should 
know about venereal disease. 17. How venereal diseases affect the body. 18. 
Initial relations. 19. Important facts about married life. 


Handbook of Marriage. By Evelyn Home. (Pp. 72, 2s. 3.d.) 
London: Victor Gollancz Ltd., 1953. 


Contents: 1. Before marriage. 2. Planning your family. 3. Honeymoon. 4. 
Normal marriage. 5. The coming of children. 6. Where marriages go wrong. 
7. Childlessness and adoption. 8. Divorce I. 9%. Divorce II. 10. Saving a 
marriage. 11. The Menopause. 12. Happy ever after. Helpful organizations. 


The world-wide significant rise in the divorce rate in recent times 
may be attributed to many different causes; the social and political 
upheavals that the civilized world has undergone during the life- 
time of most of us, the changing attitudes to religion and to the 
basic import of the marriage vows, are undoubtedly important 
factors, but a failure in marriage is essentially a breakdown in 
interpersonal relationships, a collapse of the most intimate ties 
that can bind two people. 


It is with this personal relationship that these two books on 
marriage are concerned in a sincere attempt to aid unhappily 
married people, or to enable some to avoid the distress and disaster 
that ignorance and inconsiderateness would otherwise bring. 

The first book (Dr. Radl’s) is concerned with only one aspect of 
marriage, viz. the sexual relationship. Many may think that in 
these enlightened days none is long left ignorant of the ‘facts of 
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evidence of toxicity. In another series drug rash appeared in 
only 6 out of 701 patients. 

“Remanden’ alone will give blood levels peak-wise and duration- 
wise equal to procaine penicillin by injection; and used to supple- 
ment initial parenteral penicillin it results in higher and more 
prolonged plasma levels. 

*‘Remanden’ may be used in the treatment of any condition 
in which penicillin is indicated. Where life is in danger ‘Remanden’ 
is recommended as an adjunct to parenteral penicillin, e.g., in 
meningitis, endocarditis, peritonitis, actinomycosis and syphilis. 

Dosage and Administration. \n adults 4 tablets of ‘Remanden- 
100’ or ‘Remanden-250’ initially followed by 2 tablets 8-hourly 
as a maintenance dose. In children the daily dose is 2-4 tablets 
according to body weight. If an initial dose of parenteral procaine 
penicillin is given then only the maintenance dose of ‘Remanden’ 


is required. ‘Remanden’ should preferably be given on an empty 
stomach. 


IN DIE VERBYGAAN 


regulations under the Food, Drugs and Disinfectants Act, No. 13 
of 1929 so that new regulations will come into force concerning the 
following articles of food: Meat, minced meat, boerwors, beef 
sausages, beef sausage meat, pork sausage, pork sausage meat, 
minced meat sausages, sausage meat, processed meat, manufactured 
meat products, canned meat products, meat extract, meat juice, 
peptones, fish and fish preparations, canned fish, fish balls and 
fish cakes, dripping, lard, compound lard or lard compound, 
vegetable fat for culinary purposes, edible oils, salad oils, cooking 
oils, edible hydrogenated oils, mayonnaise, French dressing and 
salad dressing; and poultry to which any oestrogenic substance has 
been administered. 


Interested persons are invited to submit criticisms of the draft 
regulations not later than 8 April 1954. 


BOEKRESENSIES 


life’, that everyone is aware of the fundamentals of sexual anatomy 
and. physiology, and that nature takes care that man and woman 
in marriage act instinctively for their mutual satisfactions and joys. 

Doctors know differently, and they are often called upon to 
enlighten their patients when these have the good sense to consult 
their medical advisers about their personal problems; but it is a sad 
commentary on a sphere of medical education that some doctors 
may not be fully competent to give good advice. 

This book on sex happiness in marriage will be useful to the 
doctor for the practical common sense in these matters that it 
contains; of course, it is primarily written for those couples about 
to be married or the already married who need assistance. 

The second book (Evelyn Home’s) is a little more discursive 
in that it deals with more aspects of marriage, though in a somewhat 
superficial and sentimental fashion, a difficult approach to avoid 
especially in a book written by a person who is apparently an 
adviser on the staff of a daily or weekly publication; nevertheless 
it can provide wise counsel to anyone who reads it. 

Both the books are small, cheap and easy to read, and fulfil their 
purpose quite satisfactorily. One can only hope they may help to 
guide many a couple who are anxious to work together for their 
mutual happiness in marriage. Doctors can confidently recommend 
them to their patients. 


S.B. 


TEXT-BOOK OF BACTERIOLOGY 


A Text-book of Bacteriology. By R. W. Fairbrother, M.D., 

D.Sc. (Man.), F.R.C.P. (Lond.). Seventh Edition. (Pp. 492 +- 

viii, with illustrations. 20s.) London: William Heinemann 
edical Books Limited. 1953. 


Contents: Part I. General Bacteriology. 1. Historical Survey. 2. The oe 
of Bacteria, 3. The Biology = Bacteria. 4. The Cultivation of Bacteria. 5 
Multiplication of Bacteria. The Destruction of Bacteria. 7. Chemotherapy. 
8. Infection. 9. Immunity. 10. y BA Antibodies and their Reactions. 11. Hyper- 
sensitiveness; Anaphylaxis, Idiosyncrasy and Allergy. 12. The Classification of 
Bacteria. 13. Bacteriology and Medicine. 
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Part Ul. Systematic 14. Staphylococcus, Micrococcus and 
Sarcina. 15. Streptococcus. uMOCOCCUS ; umonia. 17. Neisseria; 
Gonorrhoea; Meningitis. 18. Organisms of the Coli- Typhoid-Dysentery Group. 
19. The Friedlander Group and Genus Proteus. 20. Pasteurella; Plague. 
21. Brucella; Undulant Fever; Tularaemia. 22. Haemophilus and Associated 
Organisms; Whooping Cough. 23. Corynebacterium; Diphtheria. 24. Mycobac- 
terium; Tuberculosis; Leprosy. 25. Vibrio; Cholera; Spirillum. 26. Pfeifferella ; 


Glanders; Melioidosis. 27. Actinomyces; Actinomycosis; Madura Disease. 
28. Bacillus; Anthrax. 29. Clostridium; Tetanus; Gas Gangrene; Botulism. 
30. Miscellaneous Genera; Pseudomonas; Lactobacillus; Fusiformis; Erysi- 
jothrix; Streptobacillus Moniliformis. 31. Spirochaetes; Syphilis; Yaws; 
eil’s Disease; Seven-Day Fever; Relapsing Fever; Vincent's Angina. 32. Fil. 
terable Viruses. 33. The Ricketssiae. 34. cteriophage. 35. Bacteriology of 


Water, Milk and Shellfish. 

Part 111. General Technique. 36. The Microscope; Staining Methods. 37. Pre- 
paration of Culture Media. 38. Serological Technique. 39. Assay Methods in 
Chemotherapy. Index. 


Fairbrother’s ‘Textbook of Bacteriology’ has enjoyed a well- 
deserved success since it was first published in 1937. It has success- 
fully met the demand by medical students and their teachers for a 
concise record of the purely medical aspects of bacteriology. Now, 
in its 7th edition, it has been brought up to date and the author has 
added new material, particularly in the chapters on chemotherapy 
and viruses. 

In his attempt to cover the whole field the author has been rather 
too brief in his treatment of some sections. Infective hepatitis is 
dealt with too summarily and one would have liked more than one 
brief paragraph on the Coxsackie virus. No mention is made of 
modern tissue culture methods in the diagnosis of poliomyelitis. 

As a textbook for medical students, it can be recommended. It 
provides the basic accepted facts in medical bacteriology in a clear 
and unambiguous manner. 

B.J.P.B. 


YeAR Book OF MEDICINE 


The 1953-1954 Year Book of Medicine. Edited by Paul B. Beeson, 
M.D. and others. (Pp. 736. $6.00). Chicago: The Year Book 
Publishers, Inc. 1953. 


Contents: Part I. Infections. 
3. ACTH and Cortisone Therapy. 
Streptococcic Infections. 6. Bacterial Meningitis. 
8. Bacterial Endocarditis. 9. Typhoid Fever. 10. Brucellosis. 
Bacterial Infections. 12. Fort Bragg Fever. 13. Tuberculous Meningitis. 14. Proto- 
zoan Diseases. 15. Mycotic Infections. 16. Rickettsial Infection. 17. Viral 
Respiratory Diseases. 18. Measles. 19. Poliomyelitis. 20. Varicella. 21. Coxsackie 
Virus Infections. . Mumps. 23. Miscellaneous Viral Infections. 24. Cat Scratch 

25. Collen en Diseases. 26. Diseases of Uncertain Etiolo y 

Part ‘Ul. The C est. 1. Normal and Pathologic Anatomy. ? Pulmonary 
Function. 3}. Physical Diagnosis and Diagnostic Procedures. 4. Bronchiectasis. 
5. Neoplasms. 6. Bronchial Asthma. 7. Pneumoconioses and Other Inhalation 
Diseases. 8. Pulmonary Mycoses. 9. Tuberculosis. 10. Miscellaneous. 

Part Ill. The Blood and Blood-Forming Organs. 1. General Considerations 
and Special Technics. 2. Hemolytic Anemias. 3. Pernicious and Other Nutritional 
Macrocytic Anemias. 4. Hypochromic Anemias. 5. Other Anemias. 6. Poly- 
cythemia. 7. Leukocytosis and Leukopenia. 8. Leukemias and Related Disorders. 
9. Hypersplenism. 10. Purpuras. 11. Coagulation Defects. 

Part IV. The Heart and Blood Vessels and the Kidney. 1. Congenital and 
Rheumatic Heart Disease. 2. Coronary Arteriosclerosis. 3. Hypertension. 4. Car- 
diac Surgery. 5. Pathologic Physiology. 6. Congestive Heart Failure. 7. Electro- 
cardiography and Arrhythmias. 8. Rare Types of Heart Disease. 9. Pulmonary 
Circulation. 10. Cerebral Circulation. 11. Peripheral Vascular Disease. 12. The 
Kkiney. 

Part V. The Digestive System. 1. The Esophagus. 2. The Stomach and Duode- 
num. 3. Liver, Biliary Tract and Pancreas. 4. The Intestinal Tract. 

Part VI. Metabolism. 1. Thyroid Gland. 2. Adrenal Glands. 3. Pituitary 
Gland. 4. Diabetes Mellitus and Related Phenomena. 5. Lipid Metabolism. 
6. Bones, Joints and Calcium Metabolism. 7. Miscellaneous. Index. Index to 
Authors. 


1. General Considerations. 2. Chemotherapy. 
4. Staphylococcic Infections. 5. Hemolytic 
7. Pneumonia and Empyema. 
11. Miscellaneous 


NASAL ALLERGY 


To the Editor. Having read Dr. Petersen’s paper' and Dr. Bekker’s 
criticism of it? | do not think: 

1. that it can be claimed that Dr. Petersen is unaware of the 
common co-existence of infective allergic sinusitis with advanced 
allergic degeneration of the nasal tissues; 

2. or that Dr. Petersen claimed to describe more than his surgical 
method for reducing the advanced degree of obstructing soggy, 
oedematous, allergic degeneration of the inferior turbinal, and the 
anterior end of the middle turbinal also, if necessary; 


3. or that Dr. Petersen’s wedge-resection should be rejected in 
favour of the ‘meddling with the enlarged anterior end’ of the 
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The names of many of the contributors will be familiar to every- 
one who tries to keep abreast of recent medical literature. That of 
William Castle, who deals with Blood and Bloodforming Organs 
in this issue, is internationally known, and one senses the expert 
touch in the review of the literature and methods of investigation, 
and in his summing up at the end of each paragraph. 

In this volume we have as the publishers advertise ‘a quick, 
detailed coverage of latest clinical advances to help you get more 
facts from your limited reading hours.’ Here we get authoritative 
guidance in diagnosis from the whole field of medical literature of 
the United States (not many references to European journals are 
seen) covering the years 1952-53. There is careful evaluation of 
methods and drugs in treatment, and warnings are clearly sounded 
in the use of certain antibiotics; for example the danger of monilial 
infections secondary to the use of aureomycin, terramycin and 
chloroamphenicol, and the increase of infections of the hand and 
fingers since the introduction of antibiotics. 

Anaphylaxis, with the use of penicillin, including some fatalities, 
appears to have come to light only within the last year, and has been 
attributed to the diethylaminoethyl esters of penicillin G. The care 
and consideration necessary before the use of ACTH, and cortisone 
is stressed and mention is made of meningococcic infections with 
collapse, of hemorrhages into the adrenals and of cerebral 
hemorrhage; the danger is especially seen in children under the 
age of 2 years. 

A leaflet issued with this volume called the Year Book Quiz 
gives 24 questions with the relative pages where the correct answers 
can be found—this is something quite novel and of real interest. 
Clear, well-produced photographs, drawings, charts and graphs 
supplement all texts. This book should be in the possession of both 
specialists and general practitioners, not only as a reference book 
to current literature, but also for authoritative guidance in clinical 
methods, diagnosis and treatment. It is well bound and with its 
clear print it is quite moderately priced. 

A.M.M. 


HALLUCINOGENIC DrucGs 


The Hallucinogenic Drugs (The Insanity-Producing Drugs Indian 
Hemp and Datura). By Donald MclI. Johnson, M.A., M.B., 
B.Ch., Barrister-at-Law. (Pp. 45. 5s. 0d.) London: Christopher 
Johnson, 1953. 


Contents: Introduction: 1. The Nature of the Hallucinogenic Drugs. 2. Forensic 
Medicine: a Neglected Aspect. 3. Criminal Drugging by the Tishcchsenenio 
Drugs in the East. 4. Can Criminal Drugging by Insanity-Producing Drugs 
Occur in Western Society and what would be its Results? Personal Observations. 
1. A Psychotic Episode. 2. An Epidemic of Intoxication Mania in the Nineteen- 
Fifties. 3. A Case of Mania through Marihuana Intoxication in the United 
States of America. The Case of Mrs. Cynthia Elsie White. 


This booklet aims at fixing the attention of the public and the 
medical profession on the danger of drugging by the hallucinogenic 
drugs. Dagga falls into this group. 

The possibility of drugging for criminal purposes is considered. 
The author deals with the risk of certification and temporary 
detention of persons under the influence of the drug. 

An interesting suggestion is made that the epidemic of mania 
affecting 200 people in the French village of Pont Sant Espirit in 
August 1951 after eating a consignment of bread, was due to 
contamination with Indian hemp (Cannabis Indica) illegally grown. 

A.P. 


inferior turbinal, claimed by Dr. Bekker to be all that ‘is necessary 
to restore the airway’. 

This is all the more surprising in view of Dr. Bekker’s objection 
to Dr. Petersen’s inferior turbinal operation on the grounds that 
it did not restore the normal ‘arched’ physiological ieaaneannie 
of the nasal cavity. 

Whatever the merits of Dr. Petersen’s procedure it does reflect 
a thoughtful approach to the surgical relief of a distressing mani- 
festation of an admittedly troublesome and therapeutically difficult 
problem. Practitioner 
1 Petersen, F. F. (1953): S. Afr. Med. J., 27, 1115 (5 December). 
* Bekker, F. (1954): Jbid., 28, 59 (16 January). 
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The Medical Association of South Africa 
Die Mediese Vereniging van Suid-Afrika 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1387) Boland. Nucleus praktyk en goeie voorraad instrumente, 
ens. teen £400. Uitstekende vooruitsigte vir uitbreiding. 

(1437) Prescribing practice in Transkei 90°, native and there- 
fore cash. Gross takings over £2,000 p.a. including contract 
of approximately £150 p.a. Little night or week-end work, definite 
scope for expansion. No surgery and little maternity done. Easy 
travelling distance from sea. Surgery for hire at £5 p.m. Owner 
going overseas and therefore prepared to sacrifice at £600 for 
quick sale. 

(1457) Goed gevestigde Westelike Provinsie praktyk. NETTO 
INKOMSTE oorskry £3,000 per jaar. Huis beskikbaar. Verband 
kan gereél word. Volle besonderhede op aanvraag. 

(1484) WESTERN PROVINCE. Excellent opportunity to acquire 
practice in hospital town. Details on application. 

(1530) Karoodorp. Eenmanspraktyk sonder opposisie. Gemid- 
delde inkomste £2,000 p.j. Premie verlang £700. Huis te huur 
teen £8 p.m. D.S. aanstelling. 

(1523) CAPE TOWN SOUTHERN SUBURB. Average receipts 
1951/52/53 £2,900. Terms and premium to be arranged. 

(1574) CAPE PROVINCE. Large seaport town. PARTNERSHIP 
share offered for sale to gentile purchaser in best class consulting 
private practice. Gross receipts £7,000 p.a. Premium for goodwill 
£3,000. Afrikaans doctor could do very well. 


ROOMS TO LET 
(1422) Cape Town. Waiting room and examination room avail- 
able on long lease in St. George’s Street building. (Quote also 1579, 
FOR SALE 
(1508) (a) One Cambridge Portable Electrocardiograph in ex- 


cellent condition; (6) One portable pneumothorax refill apparatus, 
bottle type. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 
(1554) S.W.A. Assistant urgently required with view to partner- 
ship. Salary £80 per month plus all found. 
(1553) Transkei. Assistant as soon as possible for 6 or 12 months. 
Salary £80 p.m. Car not essential. 
(1558) Cape Town Suburb. Assistant from early February for 
5 months. Minimum salary £85 p.m. 
(1427) Natal. Assistant as soon as possible. Salary etc. to be 
arranged. 
(1559) Bechuanaland. Locum tenens for 6 or 9 months or even 
longer. Salary £3 3s. Od. per day, free board and lodging. 
(1564) Cape Town suburban practice. Locum/Assistant required. 
Salary to be arranged also period of service. 
(1571) Locum for March. Cape Midlands partnership practice. 
Preferably Afrikaans-speaking man. 
(1570) Oostelike Provinsie hospitaaldorp. Plaasvervanger vir 
Maartmaand. Verkieslik iemand met ondervinding van snywerk. 
Moontlikheid van assistentskap. 
(1576) East Griqualand partnership practice. Locum/Assistant for 
May, June and July. Salary offered £75 per month plus all found 
and an extra £5 a week during the time he acts as locum tenens. 
Car could be provided, but if own car is used, petrol and oil 
allowance will be made. 90°% Native practice with D.S. appoint- 
ment. 
(1577) Transkei. Assistant/Locum as soon as possible. Salary 
offered £100 per month. Transport will be provided for. 
* * * 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(PD23) Natal. Prescribing practice particularly suitable for 
a woman doctor interested in obstetrics and gynaecology. Total 
gross receipts for 1950, £1,570; 1951, £1,595; 1952 (6 months), 
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£1,340; 1953 (3 months), £382. Premium £1,250, includes furni- 
ture, fittings, instruments, drugs and existing book debts. 
(PD24) Natal South Coast. Practice suitable for doctor who 
does not want full-time work. £250 for drugs, dressings, instru- 
ments, etc. No charge for goodwill. Small house on 4 morgen, 
£1,600. Immediate occupation. 


LOCUMS REQUIRED 


(72) Durban. Locum required for January and February with 
view to assistantship. General practice. Salary to be discussed 
with the Principal. 

(73) Near Durban. Locum for January and February. £2 12s. 6d. 
per day, all found. Must have own car. 

(74) Zululand. Locum for February. £2 12s. 6d. per day. all 
found. Own car necessary. 

(75) Durban. 1 January. Locum view to assistantship/partnership. 
General practice. Salary to be discussed. 


* * * 


JOHANNESBURG 


Medical House, 5 Esselen Street, Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5, Telefone 44-9134-5, 44-0817 


PRACTICE FOR SALE : PRAKTYK TE KOOP 
(Pr/S100) Hospital town in Southern Rhodesia. Established private 
practice. Takings approximately £500 p.m. Will suit doctor 
interested in surgery and gynaecology. Premium required is 
£1,000 (excluding instruments and equipment) and terms could be 
arranged to suit buyer. Long introduction will be given. BUYER 
COULD START IMMEDIATELY AS LOCUM. 


ASSISTANTS/LOCUMS REQUIRED 
ASSISTENTE/PLAASVERVANGERS BENODIG 
(L/V424) O.F.S. Locum for three weeks in January or February. 
Non-European practice, with no night work. Terms and allowances 

to be discussed. 

(L/V477) O.V.S. Plaasvervanger vir Februarie. Salaris £100 p.m. 
en alles vry. 

(L/V486) O.V.S. Plaasvervanger vanaf 26 Mei tot | Augustus. 
£2 10s. per dag, alles vry en 'n kar kan verskaf word. Amper geen 
nagwerk. Huis beskikbaar vir getroude persoon. Sal ook 'n dame 
pas. 

(L/V487) O.V.S. Plaasvervanger vir Februarie. Kar word verskaf. 
Salaris £2 12s. 6d. per dag en alles vry. 

(L/V489) Reef. Locum for February. Salary £3 10s. per day. 
No night work. 

(L/V445) O.V.S. Plaasvervanger vir April. Salaris £2 12s. 6d. per 
dag, alles vry en Is. per myl in distrik, reistoelae. 

(L/V499) O.V.S. Plaasvervanger vir April. Salaris en toelaes om 
gereél te word. Sal dame ook pas. 

(L/V505) Reef. Partnership practice. Locum as from 13 January 
till 24 February. Salary, etc. to be arranged. 

(L/V506) Tvl. Plaasvervanger vir Maart. Min nagwerk. Man of 
dame. 24 ghienies per dag en alles vry. 

(L/V507) O.V.S. 80 myl van Rand. Plaasvervanger vir een maand, 
enige tyd. Salaris £3 3s. per dag en alles vry. 

(L/V508) Tvl. Plaasvervanger vir twee maande. Kan enige tyd 
begin. Salaris, ens. om gereél te word. 

(L/V509) Mine Medical Officer. Salary £100 p.m. plus £15 p.m. 
C.O.L.A., free house and servant and the use of the company’s 
car, or two doctors to form partnership, with scope for private 
practice, at a retaining fee of £1,000 p.a. each. Hospital and X-Ray 
facilities. 

(L/V519) Assistantship with view to partnership. Well-established 
general practice in coastal town. Please apply in writing. 


REQUIRED 
Partnership or locum or assistantship, both with view. to partner- 


ship, required in Johannesburg, by doctor with own car and a 
surgery in the Northern suburbs. 


ASSISTENTSKAP VERLANG 
Assistentskap met vennootskap in vooruitsig érens in O.V.S. of 
Noord-Kaapland word verlang deur ervare Arts (wewenaar) met 
eie praktyk naby Kaapstad. Skryf aan ‘A.U.D.’, Posbus 643, 
Kaapstad. 
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Hospitals Department 
VACANCIES FOR HONORARY MEDICAL OFFICERS 


Applications are invited from registered medical practitioners for 
appointment to the under-mentioned posts at the QUEEN MARY 
HOSPITAL, UITENHAGE: 

(a) Department of Medicine 

Hon. Specialist Physician (1) 
Hon. Physician (3) 
(b) Department of Surgery 
Hon. Specialist Surgeon (1) 
Hon. Surgeons (3) 
(c) Department of Obstetrics and Gynaecology 
Hon. Specialist Obstetrician and Gynaecologist (1) 
Hon. Obstetrician and Gynaecologist (4) 
Department of Orthopaedics 
Hon. Specialist Orthopaedic Surgeon (1) 
Department of Otolaryngology 
Hon. Specialist Otolaryngologist (1) 
Department of Opthalmology 
Hon. Specialist Opthalmologist (1) 
Department of Anaesthetists 
Hon. Anaesthetist (1) 
Department of Radiology 
Hon. Radiologist (2) 
(i) Department of Paediatrics 
Hon. Specialist Paediatrician (1) 

The appointments, conditions of service and remuneration 
attached to the above-mentioned posts shall be subject to the 
provisions of the regulations promulgated under Provincial Notice 
No. 533 of 1953. 

Applications must be made on the prescribed form which ts 
obtainable from the Medical Superintendent, Queen Mary Hospital, 
Uitenhage, to whom completed forms must be addressed to reach 
his office not later than 8 February 1954 

(3282) 


Vanderbijl Park Estate Company 


VACANCY: FULL-TIME MEDICAL OFFICER 


Applications are invited from registered general practitioners for 
the above position. 

The salary grades are as follows: 

Grade 1: £900 p.a. x 60 (4 yearly)—£1,200 p.a. 

Grade 2: £1,200 p.a. 100 (Anually)—£2,005 p.a 

The commencing salary will be determined in accordance with 
qualifications and experience of the successful applicant 

In addition to the above, a variable cost-of-living allowance is 
paid, at present amounting to £24 10s. per month for married 
persons and £14 14s. 8d. per month for single persons. 

A holiday leave bonus, equivalent to one month's basic salary 
is also paid in terms of the Company’s Leave Regulations. The 
successful applicant will be required to contribute to the Iscor 
Pension Fund and will also be required to become a member of 
the Iscor Recreation and Social Club. A satisfactory certificate 
of health obtained from the Company's Senior Medical Officer 
will be required by the Company and the appointment will be 
subject to the Company’s conditions of service. 

Applications giving full details of qualifications and experience 
and earliest date duties can be assumed should reach the under- 
signed P.O. Box 1, Vanderbijipark, not later than Friday 12 
February 1954 

Application forms together with full particulars regarding the 
position, will be forwarded to bona fide applicants on written 
application to the undersigned. 

T. H. E. LAKE 
Secretary 
P.O. Box | 
Vanderbijlpark 


REQUIRED 
Specialist Anaesthetist assistant with view to partnership in large 
anaesthetic practice in city. Splendid prospects. Reply ‘A.U.B.’, 
P.O. Box 643, Cape Town. 
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IMPORTANT NOTICE 


Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this issue of the Journal are advised to 
communicate first with the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 
Appointment: Full-time Medical Officer for Vanderbijl Park 
Estate Company. 


Branch Address: 5, Esselen Street, Hospital Hill, Johannesburg. 


Tara Hospital, Johannesburg and _ the 
University of the Witwatersrand 


VACANCIES FOR PART-TIME NEURO-PSYCHIATRIST 
(SENIOR) AND POSSIBLE CONSEQUENTIAL VACANCIES 


A vacancy exists on the staff of the Tara Hospital for a part-time 
Specialist in Neurology and Psychiatry (Senior). 

The salary attached to this post is £684 per annum in respect of 
3 sessions per week. 

Applications are invited for the post of Part-time Specialist in 
Neurology and Psychiatry (Senior), and the following consequential 
vacancies which may arise should a member of the present part-time 
staff be promoted. 

1 Part-time Assistent Neuro-Psychiatrist—3 sessions per week— 
£513 per annum. 

1 Part-time Ist Assistant Neuro-Psychiatrist—2} sessions per 
week—£340 per annum. 

1 Part-time 2nd Assistant Neuro-Psychiatrist—14 sessions per 
week—£150 per annum. 

Applicants should submit their applications on the official form 
T.A. 633, which is obtainable from the Provincial Secretary, 
Hospital Services Branch, P.O. Box 2060, Pretoria, or from the 
Medical Superintendent of any Public Hospital in the Transvaal. 

Applications must be submitted in duplicate and be addressed 
to the Medical Superintendent, Tara Hospital, P.O. Saxonwold, 
Johannesburg. and must reach his office not later than 4 p.m. on 
22 February 1954. 

(44067) 


LOCUM REQUIRED 
Doctor required as Locum for Pathologist in Cape Town, for 
July, August and September. Apply ‘A.U.C.’, P.O. Box 643, 
Cape Town. 


Ferrometals Limited — Witbank 


PART-TIME MEDICAL OFFICER 


Applications are invited for the position of part-time Medical 
Officer to attend European and non-European personnel in the 
employment of Ferrometals Limited, at Witbank. 

Apply to Ferrometals Limited, P.O. Box 8799, Johannesburg, 
before noon on 13 February 1954. 


This appointment has the approval of the Medical Association 
of South Africa. 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 


VICTOR C. GLAYSHER 


165 BREE STREET 
CAPE TOWN 
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Voortrekker Hospital, Kroonstad 
PART-TIME MEDICAL, SURGICAL AND DENTAL STAFF 
Applications are invited from duly qualified and registered Medical 
Practitioners and Dentists for vacancies in the following Depart- 
ments of the Voortrekker Hospital for the period | April 1954, 
to 31 March 1955. 

Surgery 

Asst. Surgery 

Eye Specialist 

Specialist Physician 

Medicine 

Medicine (Outpatients) 

Obstetrics 

Anaesthetics 

Dentist. 

Applications on prescribed forms Z83, obtainable from the 
Secretary, Voortrekker Hospital, Kroonstad, or any Magistrate 
Office giving full particulars of previous experience and accom- 
panied by copies only of certified testimonials and Birth Certificates 
should be addressed to the undersigned. 

Applications must reach the undersigned on or before 5 February 

F. A. VAN COLLER 
Voortrekker Hospital Medical Superintendent 
Kroonstad 
12 January 1954 (43264) 


Vacant District Surgeoncies 


Applications for the under-mentioned district surgeoncies accom- 
panied by full particulars as to date and country of birth, qualifi- 
cations, experience and previous and present appointments of the 
applicants and the earliest date on which they can assume duty, 
if appointed, should reach the Secretary for Health, P.O. Box 386, 
Pretoria, not later than 17 February 1954. Testimonials (copies) 
may be submitted, but the Minister of Health wishes it to be known 
that any candidate will be regarded as disqualified who directly 
or indirectly canvasses for appointment. 

The appointments are on a part-time basis and private practice 
is not precluded. 

Applicants should state whether they have a knowledge of both 
official languages, also whether they are competent to diagnose 
leprosy and venereal diseases and to use the modern intravenous 
and other therapeutic technique in the treatment of venereal 
disease. Applicants should also state whether they have any 
experience as a medical officer of health or in any similar capacity 
If more than one post is applied for a separate application should 
be submitted in respect of each 


Salary per Drug Allowance 
Place Annum per Annum 

Cape Province 

Calitzdorp 300 60 

Engcobo 305 15 

Franklin 220 10 

Mt. Frere 300 20 

Rhodes 350 25 

Ugie 180 20 

Vosburg 240 25 

Deben 400 25 

Brandvlei 250 30 
Natal 

Harding 450 15 

Mapumulo 600 10 

Mooirivier 200 15 

Vryheid 625 90 
Orange Free State 

Frankfort 500 80 
Transvaal 

Alldays 350 25 


The salaries cover all ordinary and routine services but travelling 
allowance of Is. per mile for all mileage travelled outside a radius 
of three miles from head-quarters, night detention at 15s. and 
supplementary fees for certain other services will be payable 
Also fees for attendance at courts and inquests in accordance with 
the tariff of the Department of Justice. 

Forms of application and copy of draft agreement will be furnish- 
ed on application. (44162) 
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Voortrekker-Hospitaal, Kroonstad 
DEELTYDSE GENEESKUNDIGE, CHIRURGIESE 
EN TANDHEELKUNDIGE PERSONEEL 


Aansoeke van behoorlik gekwalifiseerde en geregistreerde Genees- 
here en Tandheelkundiges word ingewag vir vakatures in die 
volgende afdelings van die Voortrekker Hospitaal vir die tydperk 
1 April 1954 tot 31 Maart 1955 

Senior Chirurg 

Junior Chirurg 

Internis Spesialis 

Oogspesialis 

Geneesheer 

Geneesheer (Buite Pasiénte) 

Verloskundige 

Anaestetikus 

Tandheelkundige. 


Aansoeke met volle besonderhede insake vorige ondervinding, 
kwalifikasies, tesame met gewaarmerkte afskrifte van getuigskrifte 
en geboortesertifikate, moet gerig word op die voorgeskrewe 
vorm Z83, verkrygbaar by die Sekretaris, Voortrekker Hospitaal, 
Kroonstad of enige Magistraatskantoor. 

Aansoeke moet die ondergetekende bereik voor of op 5 Februarie 

1954. 
F. A. VAN COLLER 
Geneesheer Direkteur 
Kroonstad 
12 Januarie 1954 
(43264) 


Municipality of Randfontein 
NOTICE NO. 3 OF 1954 
VACANCY: PART-TIME MEDICAL OFFICER OF HEALTH 
\pplications are hereby invited from qualified medical practitioners 
for the position of part-time Medical Officer of Health. 

Detailed particulars of the conditions and requirements attached 
to the post can be obtained from the undersigned. 

Applications should be submitted on the Council’s prescribed 
form which can be obtained from the undersigned and should 
reach the Town Clerk, Municipal Offices, Randfontein, not later 
than 12 NOON on WEDNESDAY, 10 FEBRUARY 1954. 

Canvassing for appointment in the gift of the Council is strictly 
prohibited and any proof thereof will disqualify an applicant. 

Cc. J. JOUBERT 
Acting Town Clerk 
Municipal Offices 
Randfontein 
14 January 1954 


Munisipaliteit, Randfontein 


KENNISGEWING NR. 3 VAN 1954 
VAKATURE: DEELTYDSE MEDIESE 
GESONDHEIDSBEAMPTE 


Aansoeke word hiermee ingewag van gekwalifiseerde mediese 
praktisyns om die betrekking van deeltydse mediese Gesondheids- 
beampte. 
Volledige besonderhede van die diensvoorwaardes en vereistes 
aan die pos verbonde, is van die ondergetekende verkrygbaar. 
Aansoeke moet op die Raad se amptelike aansoekvorm wat van 
die ondergetekende verkry kan word, ingedien word en moet 
die Stadsklerk, Munisipale Kantore, Randfontein, usiterlik om 
12 UUR MIDDAG op WOENSDAG 10 FEBRUARIE 1954, 
bereik. 
Gunswerwing om aanstelling in die diens van die Riad is streng 
verbode en enige bewys daarvan sal *n applikant diskwalifiseer. 
J JOUBERT 
Waarnemende Stadsklerk 
Munisipale Kantore 
Randfontein 
14 Januarie 1954 (2000) 
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Provinsiale Administrasie van die Kaap 
die Goeie Hoop — Universiteit van 
Kaapstad 


GESAMENTLIKE MEDIESE PERSONEEL VIR GROOTE 
SCHUUR EN ANDER OPLEIDINGSHOSPITALE 
1. Aansoeke word ingewag van geregistreerde geneeshere (geregis- 
treerde spesialiste) vir aanstelling tot die volgende vakante pos: 
DEPARTEMENT VAN PATOLOGIE 
1 pos van Geneesheer, Graad D (Derde Assistent) met salaris 
volgens die skaal £1,200 x 50-1,500 per jaar. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos gewysig, 
en die regulasies wat daarkragtens opgestel is. 

3. Benewens die salarisskaal soos aangedui is *n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen bedrae 
wat van tyd tot tyd deur die Administrateur vasgestel word. 

4. Van die Gesamentlike Mediese Personeel word vereis om die 
Provinsiale Administrasie van die Kaap die Goeie Hoop en die 
Universiteit van Kaapstad gesamentlik te dien. 

5. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte—en gesondheid- 
sertifikate indien. 

6. Aansoek moet gedoen word op die voorgeskrewe vorm (Staf 
23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige provinsiale hospitaal of Sekretaris van enige Skoolraad in 
die Kaapprovinsie. 

7. Aansoeke moet aan die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, gerig word, en moet hom nie later as 
9 Februarie 1954 bereik nie. 

8. Kandidate moet die vroegste datum meld waarop hulle diens 
kan aanvaar. 

(AS41911) 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop 


HOSPITAALRAADSDIENS: VAKATURE 


1. Aansoeke word ingewag van geregistreerde geneeshere vir 
aanstelling tot die volgende vakante pos: 
Aansoeke 
Emolumente Sluitings- moet gerig 
datum word aan 
£500-600-660- 6.2.54 Die Mediese 
stone- Graad A 720 p.j. Superinten- 
hospitaal, dent, Provin- 
Port siale Hospi- 
Elizabeth taal, Port 
Elizabeth 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos gewysig, 
en die regulasies wat daarkragtens opgestel 1s. 

3. Benewens die salarisskaal soos aangedui is 'n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
bedrae wat van tyd tot tyd deur die Administrateur vasgestel word. 

4. Die geslaagde kandidaat, indien nie reeds in die Hospitaal- 
raadsdiens nic, moet bevredigende geboorte- en gesondheid- 
sertifikate indien. 

5. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
enige Proviasiale Hospitaal of by die Sekretaris van enige Skoolraad 
in die Kaapprovinsie. 

6. Applikante moet die vroegste datum meld waarop hulle diens 
kan aanvaat, 


Inrigting Pos 


Living- Geneesheer, 


(A541910) 


MEDICAL JOURNAL 


30 January 1954 


Provincial Administration of the Cape of 
Good Hope — University of Cape Town 


JOINT MEDICAL STAFF FOR GROOTE SCHUUR AND 
OTHER TEACHING HOSPITALS 
VACANCY 
1. Applications are invited from registered medical practitioners 
(registered specialists) for appointment to the following vacant 
post: 
DEPARTMENT OF PATHOLOGY 


1 post of Medical Practitioner, Grade D (Third Assistant) 
with salary on the scale £1,200 x 50-1,500 per annum. 

2. Conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. In addition to the scale of salary indicated a cost-of-living 
allowance at rates prescribed from time to time by the Administrator 
is payable to whole-time officials and employees. 

4. The Joint Medical Staff is required to serve jointly the 
Provincial Administration of the Cape of Good Hope and the 
University of Cape Town. 

5. The successful candidate, if not already in the Hospital 
Board Service, will be required to submit birth and health certificates 

6. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the Cape 
Province. 

7. Application must be addressed to the Director of Hospital 
Services, P.O. Box 2060, Cape Town, and must reach him not later 
than 9 February 1954. 

8. Candidates must state the earliest date on which they can 
assume duty. 

(AS41911) 


Provincial Administration of the Cape 
of Good Hope 


HOSPITAL BOARD SERVICE: VACANCY 
1. Applications are invited for the following vacant post: 


Institution Post Emoluments Closing Applications 

Date must be 
addressed to 

£500-600-660- 6.2.54 The Medical 


720 p.a. Superinten- 


Living- Medical 
Practitioner, 
Grade A 


2. Conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 

3. In addition to the scale of salary indicated, a cost-of-living 
allowance at rates prescribed from time to time by the Administrator 
is payable to whole-time officials and employees. 

4. The successful candidate, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth and 
health certificates. 

5. Application must be made on the prescribed form (Staff 23) 
which ts obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of 
any Provincial Hospital or Secretary of any School Board in the 
Cape Province. 

6. Candidates must state the earliest date on which they can 


assume duty. 
(AS41910) 


SHARE IN PARTNERSHIP REQUIRED 
Young generd practitioner, married, with eight years G.P. experien- 
ce would likea share in partnership, preferably in Johannesburg. 
For details wtite to ‘A.U.A.’, P.O. Box 643, Cape Town. 


ROOMS REQUIRED IN CAPE TOWN 
Specialist in Obstetrics and Gynaecology about to commence 


practice, desires to share rooms with colleague in centre of Town. 
Write to ‘A.U.E.’, P.O. Box 643, Cape Town. 


@ Printed by Notional Commercial Printers, Elsiesriver, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 


35 Wale Street, Cape Town. P.O. Box 643. 


Telephone 2-6177. Telegrams: ‘Medical’ 


dent, Provin- 
Port cial Hospital, 
Elizabeth Port 
Elizabeth 


30 Januarie 1954 


S.A. TYDSKRIF VIR GENEESKUNDE 


ROYAL COLLEGE OF SURGEONS 
OF ENGLAND 


PROFESSOR OF HUMAN AND COMPARATIVE PATHOLOGY 


The Council invite applications for the Sir William Collins Professorship of Pathology in the Royal 
College of Surgeons of England. They will not be limited in their choice to those who make formal 
application, and reserve the right jo fill the post by invitation. 


The Professor will be responsible to the Council for the maintenance of the Pathology Museum and the 
Research work of his Department and will also be expected to take part in the teaching activities organised 
in the College by the Institute of Basic Medical Sciences. 


The salary will be from £2,250 to £2,750 per annum according to age and academic status, with 
arrangements for membership of the Federated Superannuation System for Universities. 


Particulars and terms of appointment may be obtained from the Secretary. 
of two referees must reach the College not later than Monday, Ist March 1954, 


Applications with the names 


Lincoln's Inn Fields. | KENNEDY CASSELS, 
December, 1953. Secretary. 


In Rheumatic Diseases 


especially Arthritic and Fibrositic Conditions and Gout, particularly in the chronic stage, 


LEUCOTROPIN 


IS THE SPECIFIC OF CHOICE 


because — it has an immediate analgesic, antiphlogistic and antipyretic effect and 
increases Joint Mobility. 


Leucotropin excretes Uric Acid and stimulates A.C.T.H. production. 


Available in Ampoules of 5Sc.c. or 10 c.c. and Tablets 
EACH AMPOULE OF 10 c.c. CONTAINS:— EACH TABLET CONTAINS:— 


Phenylcinchoninate of Hexamine - gr. 23 (1.5 Gm.) 


Phenylcinchoninic Hexamine : gr. 5 (0.30 Gm.) 


Hexamine - - - - gr. 26 (1.7 Gm.) 
Sodium Sali cylote o 19 - gr. 44 (0.3 Gm.) Phenylcinchoninic Quinine - gr. 24 (0.15 Gm.) 
Caffeine - - - - - gt. 1 (0.1 Gm.) 
Distilled Water - - - to 10 mi. (10 cc.) Storch - - - + + gp. (0.05 Gm.) 


Literature and Samples from: 


FRENCH a CO. (S.A.) (PYY) LTD. 
P.O. Box 668! JOHANNESBURG 


Manufactured by Silten Ltd., Hatfield, Herts, England. 


A 
xxiii 
4 
= 
. 


| xxiv S.A MEDICAL JouRNAL 30 January 1954 


Pbr routine infant 
fegding. The basic 
Déxtri-Maltose 
prdduct. 


Evansville 21, Ind., 


Especially indicated for pre- 
mature infants. Contains 50 
mg. ascorbic acid per ounce. 


To aid in 
constipation. Contains 
potassium bicarbonate. 


designed. wfingleness of purpose 


Designed and manufactured specifically for infant formulas, 
Dextri-Maltose® has an unequaled background of successful clinical use. 
Safety for your infant patients is assured by the dry form of 

this carbohydrate, meticulous laboratory control at all stages in its 
manufacture, and hermetically sealed, key-opening cans. 
Dextri-Maltose is palatable but not sweet; does not 

create a “‘sweet tooth’’ in infants. 

Easily measured without spilling or waste and almost instantly 
soluble, Dextri-Maltose is convenient for the mother. 


| Uextri-Maltost 
Dextri-Maltos 


